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Infant Allergies 


Infants are not born hypersensitive but may develop 
hypersensitivity to foodstuffs shortly after birth. 
The earliest sensitizations are likely to be to milk, 
wheat, eggs and orange juice, with which contact is 
established early in life. Heredity is usually a domi- 
nant factor in the tendency of infants to develop 
allergy. Infants with a family history of both pater- 
nal and maternal allergy tend to develop clinical 
symptoms earlier than those with unilateral inherit- 
ance. Both the allergen and the symptom in the 
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infant may be different from those of the father or 
mother. 


Allergic disorders of infants include gastrointestinal 
disturbances, infantile eczema, urticaria and asthma. 
Gastrointestinal allergy may be manifested by 
vomiting, colicky abdominal pain and diarrhea. 
Allergic dermatitis may be evidenced by wheal-like 
cutaneous reactions which may develop into exuda- 
tive lesions over the scalp, face and body. A systemic 
food hypersensitivity may produce an asthmatic 
response manifested by dyspnea and wheezing, 
although infection is usually associated with this 
type of response. 


Common treatments include avoidance of the 
allergen, desensitization, antihistaminics and, in the 
presence of infection, antibiotics. Infants sensitive 
to the proteins of cow’s milk whey may be fed 
human, goat or mare’s milk reinforced with KARO® 
Syrup. Casein-sensitive infants may be offered soy- 
bean milk or amino acid mixtures reinforced with 
KARO Syrup. 


The same problems of infant feeding recur from 
generation to generation, but solutions may differ 
with each era. The carbohydrate requirement for 
all infants is as completely fulfilled by KARO Syrup 
today as a generation ago. Whatever the type of 
milk adapted to the individual infant, KARO Syrup 
may be added confidently because it is a balanced 
mixture of low molecular weight sugars, readily 
miscible, well tolerated, palliative, hypo-allergenic, 
resistant to fermentation in the intestine, easily 
digestible, readily absorbed and _ non-laxative. 
KARO is readily available in all food stores. 
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ORAL MANIFESTATIONS OF 
SYSTEMIC DISEASES 


E. Cueraskin, M. D., D. M. D. 
Birmingham, Alabama 


Introduction 


t is of considerable interest, if one examines 
I the literature,'-'' that there are approxi- 

mately 200 systemic diseases which are 
accompanied by oral symptoms or signs. In 
some instances, the stomatologic clues repre- 
sent the first and sometimes even the only 
evidence of a systemic disorder. For example, 
the well-known Koplik’s spots appear on the 
buccal mucosa a matter of 24 hours or so prior 
to the cutaneous eruption of measles.'? It fol- 
lows that recognition of this lesion is extremely 
helpful in untangling the otherwise nonspecific 
prodromal picture of rubeola, In other cases, 
the oral symptoms or signs may parallel com- 
plaints and clues elsewhere in the body. Thus, 
the appearance of an erosive lesion on the 
buccal mucosa just behind the commissure of 
the lips along with a butterfly dermatosis over 
the malar areas is reasonably good evidence 
for lupus erythematosus.'? And, finally, in still 
other instances the oral manifestations appear 
after lesions occur elsewhere. Thus, in pemphi- 
gus,'4 to pick but one example, bullae may 
first erupt on the skin and, days or weeks or 
months later, ulcers may appear in the mouth. 


It should be clear, from. what has just been 
said, that the examination of the oral cavity 
can indeed contribute to the final diagnosis. 
The value so derived is enhanced by the fact 
that there are very few areas of the body 
which can be studied more easily and with 
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fewer tools than the oral cavity. Though the 
eyegrounds are not usually inspected during 
the course of a routine physical examination, 
there are few physicians who will argue the 
importance of retinoscopy. The excuse usually 
offered is that this procedure is time-con- 
suming, requires special equipment and skill, 
must be done under darkened conditions, and 
optimally after the iris has been dilated. Sur- 
veys conducted among physicians disclose that 
the oral cavity is also frequently overlooked. 
Precisely why this should be is not clear. 
Surely, it cannot be due to its inaccessibility, 
the instruments, the time factor, For it is a 
fact that the mouth can be surveyed in a mat- 
ter of seconds under bright illumination with 
just a tongue blade. 
The Diagnostic Importance of the Oral Cavity 
The question logically follows as to how 
important, diagnostically, is the oral cavity. 
The answer is that it can provide inestimable 
information. The answer to the question as to 
why the oral cavity is so important is due to 
the fact that: (1) it contains all of the cells 
derived from the primary germinal layers 
which form tissues found elsewhere in the 
body, and (2) it includes tissues and structures 
not demonstrable anywhere else in man. 
Similarities Between the Mouth and 


Other Organs 
It is apparent that diseases which afflict 
other regions can also involve the oral tissues. 
This is true, first, because the oral, vaginal, 








and rectal mucosae and the skin are embryo- 
logic cousins. Thus, it is a fact that generalized 
cutaneous and mucosal disorders may involve 
also the oral surface lining. Secondly, there are 
fat, cartilage, bone, and the other types of con- 
nective tissue in the mouth. These cellular 
aggregates are in most cases indistinguishable 
from their counterparts observed elsewhere. 
Therefore, it is not surprising that disorders of 
lipid metabolism, reticuloendothelial diseases, 
collagen disorders, and osteodystrophies are 
all well represented in the mouth. The im- 
portant point to be underscored is that the 
mouth is made up of the very same types of 
cells and cellular aggregates found elsewhere 
in the body, It is reasonable to expect, and 
such is the case, that the afflictions will be the 
same. 
Differences Between the Mouth and 
Other Organs 


While, fundamentally, most of the oral cells 
and tissues are no different from those ob- 
served in the foot or abdomen, there are 
special cells and tissues which give to the 
mouth the singularity not found anywhere else 
in the entire body. Put more simply, the mouth 
is different both structurally and functionally 
from other areas. This uniqueness is best ex- 
emplified in: (1) the temporomandibular joint, 
(2) the teeth, and (3) the unusual physiologic 
role of the oral cavity. 

The Temporomandibular Joint: This struc- 
ture, by its very designation, is a joint and one 
would expect that it would be subject to the 
usual articular disorders. This is well borne 
out by the fact that rheumatoid arthritis, osteo- 
arthritis and the infectious arthritides involve 
the temporomandibular joint just as they 
afflict the interphalangeal joint spaces, the el- 
bow, or the back. But, at the same time, the 
temporomandibular joint is a special articula- 
tion because: (1) it is in effect two joints, (2) 
it is the only articulation where the right joint 
must always know what the left is doing, and 
(3) it is the only articulation which is at the 
mercy of the teeth. First, it is important to 
recognize that the temporomandibular joint is 
a ginglymoarthrodial articulation. This means 
that it possesses a hinge component and a 
sliding action. When one depresses the lower 





jaw slightly from the point where the teeth 
are in occlusion, then the joint acts in a purely 
hinge fashion. If the mandible is further 
lowered, the condyle then slides downward 
and forward along the articular eminence of 
the temporal bone. The joint now demonstrates 
a translatory or sliding action. Thus, it is clear 
that there are actually two articulations which 
give to the joint a special significance. Cursory 
inspection will prove that it is impossible for 
the right condyle to move without a change in 
the position of the left joint. Finally, the 
temporomandibular joint is at the mercy of 
the teeth. Should one or more teeth be mal- 
posed, then the jaw will be displaced when 
the teeth are brought together. Such constant 
microtraumata can eventually lead to arthro- 
pathy.'5,16,17 

The Dental Apparatus: The most obvious 
distinctive feature of the oral cavity is the 
presence of teeth and associated periodontal 
tissues. Little attention is generally paid to the 
fact that herein lies a most delicate mechanism. 
For example, it is not generally recognized that 
sheets of paper, differing from each other by 
a few thousandths of an inch in thickness, can 
be differentiated by biting down upon them.'® 
This is largely because of a very sensitive pro- 
mechanism housed within the 
periodontal membrane which envelops the 
roots of the teeth and a similar apparatus built 
into the muscles of mastication. But, from a 
purely pathologic standpoint, the presence of 


prioceptive 


teeth creates problems not encountered else- 
where, For example, tumors of the oral cavity 
are benign or malignant, epithelial or non- 
epithelial, just like neoplasms in other regions. 
In addition, oral tumors are either odontogenic 
or nonodontogenic. This, it should be clear, 
creates additional diagnostic and therapeutic 
problems. It is safe to conclude that the oral 
avity is structurally different from other areas 
by virtue of its dental apparatus. 

The Unusual Physiologic Role of the Oral 
Cavity: It should be clear that the mouth, from 
evidence thus far given, is structurally unique. 
But even more important are the functional 
demands placed upon the oral cavity. Here 
we have a mucosal cavity, much like the 
vagina and rectum in its anatomic design, 
which is expected to perform miracles which 
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one would never ask of any other mucosal sur- 
face. For example, at one moment the oral 
mucosa must cope with the insult of boiling 
coffee and freezing ice cream. And, surprising- 
ly enough, it fares well under such trauma 
provided it is in excellent health. But in the 
presence of slight imbalance, lesions appear in 
the oral cavity when no lesions are evident in 
any other area. The reason for this mechanism 
is quite clear, 

There is now ample proof that disease, in 
general, is a function of the product of a sys- 
temic substrate and local irritating fac- 
tors.19,20.21 For example, a scorbutic animal 
will show evidence of scurvy except in the 
one immobilized extremity. Conversely, a 
scorbutic guinea pig will show more patho- 
logic change in the one extremity to which has 
been attached a weight. It is common knowl- 
edge that pellagra may first become evident 
when the patient steps out into the sun and 
develops dermatitis. Obviously, the patient 
was just as pellagrous a moment before the 
cutaneous eruption. But it took the local irrita- 
tion of actinic rays to produce the eruption. 
Since the mouth is under constant micro- 
traumata, it is clear why a systemic disease 
may first become clinically apparent by way of 
oral symptoms or signs. 

For reasons just cited, the mouth may be 
regarded as an excellent barometer of dis- 
ease. It is, therefore, quite understandable why 
over 200 systemic diseases make their clinical 
debut with oral complaints or observable 
signs. 

Systemic Diseases with Oral Manifestations 

Over 200 disorders which are fundamentally 
of a systemic nature somewhere during their 
clinical course, display oral findings. These 
disorders can be variously classified. Probably 
the only truly accurate classification is an 
alphabetic one. Thus, for example, rickets is 
classed under “R” and lupus erythematosus 
logically is characterized as “L”. But, un- 
fortunately, the patient does not come to the 
doctor alphabetized. Thus, such a classifica- 
tion, though accurate, is worthless. One fairly 
precise and very helpful system is that of 
grouping diseases in an etiologic frame. True 
enough, this system has inadequacies since 
some disorders fall into more than one niche 
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and others defy classification. Admitting this 
shortcoming, an etiologic schema is stil] the 
most realistic one. Systemic disorders with 
oral manifestations can be conveniently 
grouped into nine categories (Table 1). 


Table 1 
Etiologic Classification of Systemic 
Diseases With Oral Manifestations 
Biologic agents 
Chemical agents 
Neoplasms 
Hormones 
Developmental factors 
Nutritional imbalance 
Reactions to stress 
Metabolic factors 
Miscellaneous 


Diseases Due to Biologic Agents 

There are approximately 50 infectious dis- 
eases which include oral manifestations. The 
causative microbe may be a bacterium, a 
virus, a fungus, rickettsia, protozoa, or meta- 
zoa. Some few can only be regarded as of 
suspected biologic origin since the clinical 
picture resembles that of an infectious disease 
but no specific agent has as yet been identified 


(Table 2). 


Table 2 
Diseases Due To Biologic Agents 
Causative Microbes 
Bacteria 
Virus 
Rickettsia 
Protozoa 
Metazoa 
Suspected biologic origin 


Bacterial Diseases: In Table 3 are listed the 
infectious diseases which fall into this cate- 
gory. In some cases, the oral lesions are quite 


Table 3 
Systemic Bacterial Diseases 

With Oral Manifestations 
Anthrax22, 23 
Brucellosis24 
Diphtheria25. 26 
Facial erysipelas27. 28 
Glanders29, 30 
Gonococcal infections31. 32 
Leprosy33, 34 
Plague35 
Rat-bite fever36. 37 
Scarlet fever38. 39 
Syphilis40, 41 
Tetanus42, 43 
Tuberculosis44. 45 
Tularemia46, 47 
Typhoid fever48 


varied and generalized in the mouth (e.g,, 
syphilis); in other instances only one area is 
involved (e.g., the strawberry tongue in scar- 
latina); sometimes only soft tissues are im- 
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plicated (e.g., diphtheria); in other cases the 
pathologic change may occur in bone (e.g., 
tuberculous osteomyelitis ). 


Viral Diseases: Probably the greatest num- 
ber of infectious diseases with oral findings 
are of viral origin. These are charted in Table 
4. Sometimes the cardinal oral sign is a 
macule, papule, vesicle, or pustule (e.g., 
chickenpox ). As a matter of fact, almost all of 
the acute exanthematous diseases can display 
an enanthem. The oral lesions may be the only 
evidence of a viral process. Space does not 
allow a detailed account of the many inter- 
esting points which could be elaborated upon 
in connection with the oral manifestations of 
viral diseases. Further information can be ob- 
tained by referring to the bibliography.*9-78 
However, three points will be mentioned 
simply by way of example. First, the general 
statement can be made that one seldom if ever 
observes vesicles in the mouth. Actually, vesi- 
culation is a common oral process. However, 
because of the thin wall and great intra- 
vesicular fluid pressure, the vesicle promptly 
ruptures. The end result is an ulcer. Thus, in 
vesiculating cutaneous diseases one is very 
apt to observe oral ulcers. Secondly, the oral 
microbial flora is highly pathogenic and, given 
the opportunity to invade, does so. Thus, one 
often notes a lesion complicated by secondary, 
nonspecific, bacterial invasion, and _ this 
secondary microbial invasion and inflamma- 
tion make the diagnosis of oral lesions ex- 
tremely difficult. 

Table 4 
Systemic Viral Diseases With 
Oral Manifestations 
Adenovirus infection49. 50 
Behcet’s syndrome51. 52 
Chickenpox53. 54 
Foot-and-mouth disease55. 56 
German measles57, 58 
Granuloma inguinale59. 60 
Herpangina§!, 62 
Herpes simplex63. 64 
Herpes zoster65,. 66 
Lymphopathia venereum&7. 68 
Measles69, 70 
Mumps71, 72 
Poliomyelitis 73. 74 
Rabies75 


Smallpox76. 77 
Yellow fever78 


Other Biologic Diseases: For completeness 
sake only, Table 5 lists systemic fungal, 
rickettsial, protozoal, metazoal, and suspected 


biologic disorders with oral manifestations. 





Table 5 
Other Biologic Systemic Diseases 
With Oral Manifestations 

Fungal Diseases 
Blastomycosis79 
Histoplasmosis8°. 81 

Rickettsial Diseases 
Rickettsialpox82. 83 

Protozoal Diseases 
Leishmaniasis®4. 85 

Metazoal Diseases 
Cysticercosis®6 
Trichinosis87 

Suspected Biologic Origin 
Infectious mononucleosis®3. 89 
Mikulicz’ disease9°. 91 
Sarcoidosis92. 93 

Diseases Due to Chemical Agents 

Broadly speaking, the syndromes which re- 
sult from chemical insult are due specificially 
to: (1) acids, (2) metals, (3) inorganic sub- 
stances, (4) organic compounds and, in- 
evitably, (5) a miscellaneous group. 

Acids: Generally speaking, the acids which 
produce systemic diseases with oral counter- 
parts are listed in Table 6. It is true that, in 
the main, these acids are either inhaled or in- 
gested and, in so doing, they act directly upon 
the tooth surface. This is in contradistinction 
to the metals, which very frequently circulate 
through the blood stream and exert their 
effect through the saliva. 

Table 6 
Chemical Agents ( Acids) Which Produce Systemic 
Diseases With Oral Manifestations 
Chromic acid94. 95 
Hydrochloric acid96 
Hydrofluoric acid97 
Nitric acid98 
Sulfuric acid99 
Tartaric acid100 

Metals: Many heavy metals are absorbed 
via the respiratory or alimentary tracts. They 
then exert their deleterious effects upon the 
oral tissues either as they circulate through 
the vessels of the mouth or following excretion 
in the saliva. In the main, most heavy metal 
intoxication results from an occupational haz- 
ard. This is certainly true with thallium, 
tellurium, vanadium, lead, and cadmium. 
However, it is possible that a heavy metal may 
be introduced as a medicament. This is some- 
times the case with bismuth, gold, and mer- 
cury. The metals of particular importance to 
this discussion are outlined in Table 7. 

Inorganic Substances: There are a few 


agents of inorganic origin which can play 
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Table 7 
Chemical Agents (Metals) Which Produce Systemic 
Diseases With Oral Manifestations 

Bismuth101, 102 

Cadmium103, 104 

Gold10s 

Lead106, 107 

Mercury108, 109 

Silver110, 111 

Tellurium'!12, 113 

Thallium'14, 115 

Vanadium'16, 117 
havoc with the oral tissues. In some instances, 
the problem arises as an occupational hazard. 
This is best exemplified by phosphorus in- 
toxication. In other cases, the drug is intro- 
duced as a medicament (e.g., arsenic and 
bromides). One encounters mottling of the 
teeth in areas where excessive amounts of 
sodium fluoride naturally occur in the public 
water system. Finally, the increasing use of 
radioactive preparations (e.g., iodine) for the 
treatment of thyroid disease can lead to 
effects upon the salivary glands with a re- 
duction in saliva and an increase in dental 
decay. Preparations which fall into this cate- 
gory and produce systemic diseases with oral 
manifestations are listed in Table 8. 


Table 8 
Chemical Agents (Inorganic Substances ) 
Which Produce Systemic Diseases With 

Oral Manifestations 

Arsenict18. 119 

Bromide120, 121 

Fluorine122, 123 

lodine124 

Phosphorust25. 126 

Organic Compounds: Contact with metals, 

as a general rule, is by way of occupation. In 
contrast, organic compounds which lead to 
oral pathologic changes are generally taken 
as medicaments. The classical example is the 
gingival hyperplasia in the epileptic patient 
associated with the use of Dilantin (diphenyl- 
hydantoin sodium). It is of interest, in this 
regard, that stilbamidine, originally instituted 
as an antimycotic drug, was found to have a 
selective anesthetic effect upon some of the 
cranial nerves. This has led to its use as a 
form of therapy in trigeminal neuralgia. How- 
ever, in any case, the fact remains that this 
particular agent does indeed produce changes 
in and around the oral cavity when it is used 
in the treatment of systemic disease. The com- 
pounds of particular import have been out- 
lined in Table 9. 
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Table 9 
Chemical Agents (Organic Compounds) Which 
Produce Systemic Diseases With Oral 
Manifestations 

Aniline127. 128 
Dilantin129. 130 
Stilbamidine131, 132 
Benzene133, 134 
Miscellaneous Chemical Agents: Actually, 
there are a tremendous number of other chem- 
ical substances which may excite symptoms 
or lesions in the mouth. A number of these 
agents can be grouped together because they 
produce aplastic anemia and agranulocytosis. 
It is of particular interest that both of these 
conditions often make their clinical appear- 
ance first in the oral cavity'35,'36 by way of 
rather characteristic ulcers. It should be re- 
called that the usual ulcer in the oral cavity is 
surrounded by an erythematous margin in- 
dicating the ability on the part of the organism 
to combat the noxious agent by calling forth 
inflammatory cells. In aplastic anemia and in 
agranulocytosis the characteristic finding is the 
absence of the erythematous ring about the 
ulcer. 
Neoplasms 
Just about every primary neoplasm known 
to man has been found in the tissues of the oral 
cavity. This is quite understandable since just 
about every type of epithelial and mesen- 
chymal tissue is normally present in the mouth. 
In addition, it is quite comprehensible that 
lesions which are primary elsewhere in the 
body may metastasize to the oral cavity'37 as 
they can to other areas. However, in keeping 
with the theme of this report, only the systemic 
neoplasms deserve our consideration. These 
are summarized in Table 10, 


Table 10 
Systemic Neoplasms Which Produce 
Oral Manifestations 

Hodgkin’s disease138 
Leukemia139. 140 
Lymphosarcoma'41. 142 
Multiple myeloma'.43. 144 
Neurofibromatosis!45. 146 

Hormonal Disturbances 


Almost every endocrinopathic state has its 
oral representation. The cardinal feature which 
determines the character and extent of oral 
pathologic change is whether the hormonal 
imbalance originated before or after the design 
of the teeth has been set and whether it 
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occurred prior to or following tooth eruption. 
Because of these unusual features, the oral 
‘avity is frequently a highly diagnostic area 
in endocrine diagnosis. The glands and the 
specific syndromes which show oral symptoms 
or signs are listed in Table 11. 


Table 11 


Hormonal Disturbances With Oral Manifestations 
Hypophysis 
Hypophyseal gigantism147. 148 
Acromegaly149, 150 
Hypophyseal dwarfism151. 152 
Albright’s disease153. 154 
( Polyotstotic Fibrous Dysplasia ) 
Thyroid 
Hyperthyroidism155. 156 
Cretinism157, 158 
Myxedema159. 160 
Parathyroid 
Hyperparathyroidism161,. 162 
Hypoparathyroidism163. 164 
Adrenal 
Addison’s disease 165. 166 
Hyperadrenalism167 
Pancreas 
Diabetes mellitus168. 169 
Gonads 
Puberty170©, 171 
Menstruation!72,. 173 
Pregnancy!74,. 175 
Climacteric!76. 177 
Chronic desquamative gingivitis!78. 
179 


Hypopituitarism and hypothyroidism early 
in life often lead to retarded eruption of the 
teeth. Conversely, hyperpituitarism and espe- 
cially hyperthyroidism and hyperadrenalism 
produce precocious dental eruption. In addi- 
tion, many soft tissue changes become evident. 
Thus, the tongue enlarges in cretinism and 
acromegaly, prognathism is common with 
hyperpituitarism, pigmentary changes occur 
with hypoadrenalism, enamel hypoplasia is 
part of the rachitic picture, and periodonto- 
clasia is seen with diabetes mellitus, puberty, 
menstruation, pregnancy, and the climacteric. 

Developmental Disturbances 

Inherited disorders and those acquired con- 
genitally may fall into two categories: (1) 
systemic developmental problems with non- 
specific oral changes, and (2) systemic de- 
velopmental disturbances with specific oral 


Table 12 


Systemic Developmental Disturbances With 
Nonspecific Oral Manifestations 

Congenital heart disease18° 
Cooley’s anemia181, 182 
Hemophilia183. 184 
Intestinal polyposis185. 186 
Muscular dystrophy187. 188 
Progeria189 
Sickle cell anemia190, 191 


symptoms and signs. 

In the first group, charted in Table 12, there 
are oral symptoms and signs. However, the 
oral findings are not pathognomonic of a 
specific disease process. For example, there 
are nondescript macules associated with in- 
testinal polyposis, gingival bleeding with 
hemophilia, and osteoporosis with sickle cell 
anemia. In contrast, the intraoral findings in 
the second group are quite characteristic and 
sometimes may be the pathognomonic clue to 
the final diagnosis. For example, the opalescent 
teeth in osteogenesis imperfecta are highly 
diagnostic since this oral finding is not ob- 
served in any other disorder. These systemic 
diseases with specific oral symptoms and signs 
are charted in Table 13. 

Table 13 
Systemic Developmental Disturbances With 
Specific Oral Manifestations 
Achondroplasia!92. 193 
Albers-Schonberg disease194. 195 
Cleidocranial dysostosis196. 197 
Hereditary ectodermal dysplasia1¢8. 199 
Osteogenesis imperfecta200, 201 
Nutritional Disturbances 

Nutritional states may be of two kinds: (1) 
excess nutrition, exemplified by obesity and 
hypervitaminoses A and D, and (2) deficiency 
states. The latter are more relevant to the 
present discussion and the diseases of particu- 
lar interest are outlined in Table 14. In the 
main, deficiency states produce changes in 
the teeth only if the disorder prevails in early 
life during the developmental period in dental 
maturation. In later years, the principal find- 
ings of nutritional deficiency states are noted 
in the soft tissues and in the bone. 


Table 14 
Nutritional Deficiency States 
With Oral Manifestations 

Vitamin A202, 203 
Thiamine204, 205 
Riboflavin206. 207 
Niacin208, 209 
Pyridoxine210, 211 
Ascorbic acid212, 213 
Vitamin D214, 215 
Vitamin K216, 217 
Sprue218. 219 
Pernicious anemia220, 221 
Iron222 


Reactions to Stress 


It is only in recent years that the health pro- 
fessions have come to recognize the role of 
stress in disease in general and especially in 
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the causation of oral disease.223,224 In one 
sense of the word, all disease states represent 
a reaction to stress, But even in its more 
limited connotation, it is a fact that physical 
factors, psychologic circumstances, and aller- 
gic phenomena must be considered in this 
category. There are a number of such prob- 
lems which involve the oral structures. These 
have been listed in Table 15. In some instances, 
the cardinal findings appear in the dentition 
and periodontal tissues. This is evidenced by 
marked abrasion of the teeth in bruxism, in 
thickening of the periodontal membrane in 
scleroderma, by changes in jaw development 
and occlusion in rheumatoid arthritis. In other 
cases, the soft tissues are principally involved. 
Thus, one finds swelling in angioneurotic 
edema, erosive lesions in erythema multiforme, 
lace-like white lines with lichen planus. 
Table 15 
Stress Reactions With 
Oral Manifestations 

Angioneurotic edema225. 226 

Anxiety227. 228 

Bruxism229, 230 

Erythema multiforme231. 232 

Erythema nodosum233. 234 

Erythroblastosis fetalis235. 236 

Lichen planus237. 238 

Lupus erythematosus239. 240 

Polyarteritis241. 242 

Psoriasis243, 244 

Rheumatoid arthritis245. 246 

Scleroderma247. 248 


Metabolic Disorders 
In the strictest sense of the word, all disease 
states can be regarded as showing evidence 
of a metabolic disturbance. But, in a more 
limited sense, there are conditions in which 
the cardinal or primary derangement is one 
of metabolism. This is admittedly a contro- 
versial category. However, for practical pur- 
Table 16 
Metabolic Disorders With Oral Manifestations 
Primary Lipid Storage Diseases 
Gaucher’s disease249. 250 
Niemann-Pick’s disease251. 252 
Secondary Lipid Storage Diseases 
Eosinophilic granuloma253. 254 
Hand-Schuller-Christian’s disease255,. 256 
Letterer-Siwe’s disease257. 258 





poses and in terms of stomatologic disease, 
metabolic disorders may be regarded as being 
primary or secondary in nature. Those with 
stomatologic overtones are summarized in 


Table 16. 


Miscellaneous Disorders 
In Table 17 are listed a number of such dis- 
eases which are associated with significant 
changes in the oral cavity. The general state- 
ment can be made that in no instance are the 
oral findings pathognomonic. However, the 
presence of such clues in addition to other 
observations made elsewhere in the body is 
the constellation which leads to a correct final 
diagnosis. 
Table 17 
Miscellaneous Disorders With 
Oral Manifestations 
Amyloidosis259. 260 
Mongolian idiocy261, 262 
Myasthenia gravis263. 264 
Myotonia atrophica265 
Paget's disease of bone266. 267 
Pemphigus268. 269 
Pityriasis rosea270 
Plummer-Vinson syndrome271, 272 
Polycythemia273 
Sjogren’s syndrome274, 275 


Summary 

1. The oral cavity is like and unlike other 
areas of the body. It therefore follows that the 
mouth is subject to many of the ills found else- 
where and, at the same time, may be afflicted 
with disorders not observed in any other part 
of the body. 

2. In the main, the general statement can 
be made that a systemic disease is apt to make 
its clinical debut in an area under considerable 
trauma, Since the mouth is subject to constant 
microtraumata, it is clear that oral symptoms 
or signs may be the first evidence of a systemic 
disease. 

3. An attempt has here been made to survey 
the entire field of stomatologic manifestations 
of systemic diseases. 

(An extensive bibliography is available from 
the author. ) 





Tubal Ligation—Its Use and Abuse. Willard C. 
Hearin, Jr., M. D., Greenville. Amer. J. Obs. & Gyn. 
72:1207, Dec. 1956. 

Indications for tubal ligation are presented and dis- 
cussed as regards their merits. 


Methods for the administrative control of steriliza- 
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tion procedures are presented. The plan for a hospital 
staff board to pass on cases on request and review all 
cases with power to stop abuses is favored. 

The legal status of tubal ligation is discussed and 
the need for more specific and appropriate legislation 
pointed out. The medical profession is urged to lead 
the way in securing this needed legislation. 
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ABDOMINAL PREGNANCY 





WITH NORMAL LIVING BABY 
IN DEEP CEPHALIC PELVIC ENGAGEMENT 


ROWLAND F. ZEIGLER, M. D., F. A. C. S. AND A. T. ARBAN,* M. D. 
Florence, S C. 


here have been about 600 reported cases 
T of abdominal pregnancies which have 

progressed beyond 28 weeks gestation. 
Viable living babies were born to one fourth 
of the mothers, however, approximately a 
third of these infants had minor or major de- 
formities, some incompatible with continued 
life! The incidence of a normal living baby 
from advanced extrauterine pregnancy is near 
17%. This is in accord with Torpin’s? figure 
of 83% overall fetal mortality in abdominal 
pregnancy. 

A fairly constant finding among the diag- 
nostic hints of abdominal pregnancy, is that 
of an abnormal presentation and position.?,4,5 
The child is usually high in relation to the 
pelvic brim, and its attitude is frequently ab- 
normal. Persistent high-riding transverse or 
breech presentations are common. In the 
following case, presentation was cephalic, with 
deep engagement in the pelvis to such a de- 
gree as to confuse the initial examiner into 
thinking delivery was imminent. 

Case Report 

Mrs. M. H., a 24 yr. old colored gravida III, para 
II, was admitted to The McLeod Infirmary on Dec. 
30, 1956, having been referred by her family physi- 
cian because of vaginal bleeding and abdominal pain. 
On arrival she was examined in the admitting clinic 
by the intern, who reported that bleeding was slight, 
the head was on the perineum, and that he was send- 
ing her to the delivery room immediately. 

Her past history was completely negative. The 
menstrual history, 12 x 30 x 4. She had normal de- 
liveries of 9% and 7% Ib. babies in 1953 and 1955. 
Her last menstrual period was April 28, 1956, and 
the first two trimesters were uneventful. She visited 
her physician at monthly intervals complaining only 
of lower abdominal “needle-sticking” pains after 
meals. Fetal movements had been noted since Sept. 
1956. In November and December, 1956, there was 


*Resident in Obstetrics & Gynecology, The McLeod 
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increasing lower abdominal discomfort and pain. On 
Dec. 26, 1956, she noticed a dark bloody vaginal dis- 
charge, which continued daily until Dec. 30, 1956, 
when with a slight gush of blood, an excruciating 
pain of about 15 mins. duration followed. Increasing 
pains then followed at 10 minute intervals, and she 
reported to her physician. 

Examination in the delivery room revealed an ab- 
dominal tumor compatible in size with the 35 weeks 
of gestation. Palpation of the abdomen showed an 
indentation of the fundus just below the umbilicus, 
with a midline grapefruit-sized mass above the umbi- 
licus simulating a subserous fibroid. No definite 
uterine contractions could be felt, though the patient 
was complaining continuously of pain. Fetal heart 
tones were audible in the left lower quadrant. As 
the fetal heart rate was only 90 per min., oxygen by 
mask was administered to the mother. The fetal heart 
rate increased to 140 in a few minutes. Vaginal ex- 
amination indicated deep engagement of the fetal 
head, practically to the perineum, but the cervix could 
not be identified. The sagittal suture of the fetal head 
could be palpated through the vaginal mucous mem- 
brane. The proximity and accessibility of the head at 
such a convenient location made it a temptation to 
colpotomy. The cervix was 
finally identified as having been displaced high and 


consider delivery by 


compressed anteriorly behind the symphysis pubis. It 
was 1 cm. dilated and bleeding slightly. One minum 
of pitocin was administered intramuscularly, but no 
definite contractions followed. 


Laboratory findings. 

Blood studies on admission showed leukocytes 7,000, 
red blood cells 2,310,000, hemoglobin 10 grams, Maz- 
zini test negative, and blood type AB Rh positive. 
The urine was negative. 

Blood was cross-matched and the patient was taken 
to the operating room three hours after admission for 
cesarean delivery with possible diagnoses of cervical 
dystocia, tumor dystocia, partial premature separa- 
tion of placenta, or abdominal pregnancy. 

Under thiopental sodium and cyclopropane anes- 
thesia, a low midline incision was made. As the 
anterior surface appeared normal, the bladder fold 
was reflected downward and a vertical incision made 
in the lower uterine segment. It seemed unusually 
thick, but as the incision was carried deeper the 
amniotic sac was reached and cephalic delivery 
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effected with forceps. The baby, a normal 5 'b. 8% 
oz. female, cried immediately. Inspection revealed 
that the uterine incision had gone through the anterior 
and posterior uterine walls, which were tightly com- 
pressed together, into an abdominal pregnancy be- 
hind the uterus. The placenta was attached mainly to 
the superior and posterior surfaces of the uterus, 
giving off several large vessels to the transverse colon 
and sigmoid colon. The membranes were thick and 
completely lined the cul-de-sac, and covered the 
posterior surface of the uterus. The free membranes 
were trimmed and vessels to the colon ligated. As 
considerable bleeding was occurring from the utero- 
placental mass, the uterine vessels were ligated and 
rapid supracervical hysterectomy done. No attempt 
was made to disturb the secundines lining the cul-de- 
sac, as they were tightly adherent. The abdomen was 
closed in layers with interrupted sutures without 
drainage. The operating time was 50 minutes. She 
received 1500 ml. of whole blood, and post-operative 
condition was good. 

Pathological examination. 

“Specimen consists of the uterus with an attached 
placenta. The placenta is attached on the surface of 
the uterus near the fundus and it measures 22 cm. in 
its greatest dimension. It shows an attached umbilical 
cord 42 cm. in length. The placental tissue grossly 
shows nothing of note except small firm yellowish 
gray areas. The uterus is distorted. It is large and 
shows an oval defect in the lower segment where 
there is marked congestion of the tissue. The cervix 
shows a granular type of epithelium and on section 
the remaining uterine cavity measures 6 cm. in length. 
The wall varies in thickness up to 4 cm. and is lined 
by congested friable membrane. 

“Microscopic: Section of placenta shows numerous 
chorionic villi. These are small to moderate in size 
and vascular showing a single surface layer of tropho- 
blast and scattered trophoblastic buds. There is some 
increased density to the fibrous stroma of many of 
the villi. Section from the cervix uteri shows marked 
edema of the lining mucosa with congestion and 
areas of hemorrhage and distortion of the glands. 
There are areas of denudation of the surface epithe- 
lium. The underlying stroma is markedly edematous 


Antibiotics in Proctology by Leon Banov, Jr. ( Anti- 
biotics Annual 1956-1957, 180-184) 

This is a summarizing report of recent investigations 
at the Medical College of South Carolina of anti- 
biotics in proctology. 

Because infection appears to have an important role 
in the pathogenesis of anorectal inflammatory lesions, 
the use of antibfotics has a rational and logical basis. 
The broad-spectrum antibiotics have a definite place 
in the management of proctologic lesions because they 
combat the infection, relieve the pain of inflammatory 
edema, and reduce morbidity. 

Although the use of antibiotics is only palliative, 
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and congested. There is no evidence of neoplasm. 
Multiple sections from the corpus uteri show marked 
edema of the myometrium and a decidual reaction 
present within the remaining endometrium. There is 
also inflammatory infiltration in this area. There is 
moderate enlargement of the individual muscle fibers 
and marked congestion of vessels with some scattered 
lymphocytic infiltration. There is no evidence of neo- 
plasm.” 

Intensive antibiotic therapy was administered for 
3 days, and the post-operative course was surprisingly 
uneventful, The temperature reached 100° F, on the 
first post-operative day, and did not exceed 99.4‘ 
thereafter. The patient was discharged on the eleventh 
post-operative day in good condition. The wound had 
healed per primam, and the baby was doing well on 
breast feedings. 

Six weeks post-operative, a pelvic examination re- 
vealed a clean freely movable cervical stump in an 
otherwise normal pelvis. There were no palpable 
masses or discomfort in the adnexal regions or the 
cul-de-sac. The baby was gaining and appeared nor- 
mal in every respect. 


Summary 


Abdominal pregnancies are noteworthy ob- 
stetrical events not only because of their 
rarity, but because of the extremely high fetal 
mortality which attends them. The reported 
case was somewhat unique among instances 
of this unusual condition in that not only was 
the baby healthy and normal, but the usual 
abnormalities of presentation and position 
were absent, Placental attachment necessitated 
hysterectomy. 
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nevertheless, palliation is often necessary in the 
management of the common nonspecific inflammatory 
lesions of the anorectum, i. e., hemorrhoidal disease, 
anal fissure, papillitis, cryptitis. 

Since there is an inflammatory component in most, 
if not all, rectal strictures of lymphogranuloma vene- 
reum, the use of the broad-spectrum antibiotics is in- 
dicated. 

Neither erythromycin, 400 mg. every six hours, nor 
tetracycline, 250 mg. every six hours, orally ad- 
ministered for three to seven days, significantly pro- 
moted postoperative wound healing of the anorectum. 
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ot poliomyelitis, not diphtheria, not per- 

N tussis, not measles, not tuberculosis, 

but accidents must be rated as public 

Enemy Number One of the health of our chil- 
dren. 

In 1955, the last year for which statistics are 
available, accidents killed six and one half 
times as many children in South Carolina as 
did the five diseases mentioned above. This 
is a condition we find hard to accept, ac- 
customed as we physicians are to think of 
death in terms of disease, but accept it we must 
for the public expects leadership from the 
medical profession in matters of health, and 
any condition which is our greatest killer of 
boys and girls is certainly a problem in the 
field of health. 

Let me cite a few figures, obtained from our 
State Board of Health, to show what we are 
up against in South Carolina. In 1955 there 
were 332 fatal accidents in this state in chil- 
dren under fifteen. They were divided as fol- 
lows: 


Automobiles 90 Firearms 9 
Burns 77 Electricity 8 
Drowning 44 Falls 7 
Suffocation 41 Miscellaneous 45 
Poisoning 11 


When one figures that for every child killed 
in an accident there are probably four or five 
who are permanently disabled or crippled, 
one realizes that the number of children in 
South Carolina who suffer serious or fatal in- 
juries annually from accidents is somewhere 
around 1,500. An appalling fact! 

What can the medical profession do, what 
can the individual physician do to reduce this 
tragic toll? In attempting to answer this ques- 
tion I do not pose as an expert but rather as 
a practicing pediatrician who has become 
keenly interested in the subject. 

The first essential is that we educate our- 
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ACCIDENTS 
CHILD ENEMY NUMBER ONE 
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selves as to the best method of handling these 
children who have been involved in severe 
accidents. What to do or not to do in a cere- 
bral injury, how to recognize and care for a 
ruptured viscus, what is the best method of 
immediate and subsequent care of burns— 
these and many other problems are liable to 
confront the practicing physician at any time. 
Through study, through attendance upon 
special lectures, through post-graduate sem- 
inars, the practicing physician must prepare 
himself to deal with them as they arise. 

One particular phase of this problem in 
which the physician will need help is in the 
field of poisons. Drugs, insecticides, rat poi- 
sons, moth balls—is there anything the in- 
vestigative youngster will not sample? And 
how often is the doctor at a loss to know the 
toxic ingredients of the household substance 
which the child has eaten or drunk—and the 
antidote. 


We are fortunate in South Carolina in 
having a Poison Center now in operation in 
Columbia. At this center is kept a list of the 
various articles which a child might eat ac- 
cidentally, the active poison or poisons which 
they contain, the antidote if there is one, the 
symptoms which one is liable to encounter, 
and the suggested treatment. If a physician 
is confronted with a little patient who has 
imbibed some poison and he does not have 
the information he needs to handle the case 
correctly, all he needs to do is to call Columbia 
4-7382, and the answer is forthcoming. 

Secondly the physician must engage in an 
educational campaign and teach the funda- 
mentals of preventing accidents. And this can 
be done best in the doctor’s own office and in 
the home of the child. Here are a few specific 
suggestions as to how this may be accom- 
plished. 

Careful instructions should be given to the 

















family and to the druggist when drugs are 
prescribed. The father or mother should be 
told what the drug is for and how it is to be 
given. General instructions on the label should 
be avoided. “A teaspoonful as needed,” may 
be understood the day the drug is prescribed 
but a month later the parents may have for- 
gotten the indications for its use and the size 
of the spoon to be used—with unfortunate 
results, 

The amount of drug prescribed should be 
limited to a quantity sufficient for 2 or 3 days. 
To prescribe only what is needed for an acute 
specific illness and that only for a specific 
period of time is good medicine—and it is 
also one of the first steps in the prevention of 
drug poisoning. I know that the medicine 
closets of many families in this state are 
cluttered with bottles half filled with medicine 
and boxes partially filled with tablets which 
are potential poisoners of children. 

The physician should take time to discuss 
accidents with parents when they bring the 
children in to his office. This is of particular 
importance when the child is between the 
ages of one and four—the danger age. Men- 
tion should be made of the type of activity in 
which the child is likely to participate such as 
crawling, climbing, investigating with the 
fingers, and putting objects in the mouth. The 
parent should be shown how these activities 
can lead to trouble if precautions are not 
taken. Attention should be called to the special 
care which should be taken near such items 
as stoves, floor furnaces, hot water, stepladders, 
and electric outlets. The need for keeping 
such articles as liniments, medicines, finger- 
nail polish, floor wax, and insecticides in a 
place where the child cannot get to them 
should be emphasized. The parents should be 
urged to make a survey of the yard and play- 
ground to see that such hazards as broken 
glass, wooden stakes, and sharp tools are not 
present. 

The children themselves should be talked 
to about accidents. Many a youngster will 
listen with more attention to his doctor than 
he will to his parents. They should be told of 
the need for staying out of the street, of the 
care which they must exercise when riding 
tricycles and bicycles, of the danger of play- 
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ing with matches and firecrackers. Older chil- 
dren, particularly boys, should be told of the 
need for caution with regard to swimming 
and diving—never to go swimming alone and 
never to dive into unknown water. 

Literature should be available in the phy- 
sician’s office for parents to read and to take 
home. Articles and pamphlets on safety for 
distribution to parents are available from in- 
surance companies and some health depart- 
ments. There is no telling how much of this 
will be read but I have yet to see a parent who 
did not appreciate such an article or pamphlet 
when I presented it with the request that it be 
taken home and studied—for the protection 
on the child. 

The physician should investigate the home 
and yard environment when making calls. Are 
the stairs safe for the youngsters? Are there 
proper safeguards around the stove or fire- 
place? Are cigarette lighters or matches lying 
within easy reach of the children? Is there a 
special place for medicines? These are a few 
of the pertinent questions the physician with 
a keen eye and inquiring mind will ask him- 
self as he goes in and out of homes, and from 
their answers will come valuable suggestions 
for the parents. 

Finally, the physician must become a cru- 
sader in the cause of accident prevention. He 
must convince himself that accidents are the 
number one problem in child health today— 
and then convince others. In the office, in the 
home, at meetings of the PTA, before Rotary 
and Kiwanis Clubs, in public gatherings of 
various types, whenever and wherever the 
opportunity presents itself, he must discuss the 
problem and enlist the support of others in 
meeting it. 

He must stress the need for teaching chil- 
dren to swim, to handle firearms, to drive cars. 
He must stress the desirability of having adults 
and children alike taught the essentials of first 
aid in dealing with those who are injured. 

Smallpox was not eradicated with the dis- 
covery of smallpox vaccine, it only disappeared 
as the public was made to understand the 
value of the vaccine and was willing to be 
vaccinated. In the same way, accidents will 
not be diminished materially through studies 
of their incidence or cause. They will only be 
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reduced as those who are primarily con- 
cerned—parents, children, and physicians— 
appreciate and understand the problem and 
put into practice those measures which are 
needed to bring about a change. 

There is nothing dramatic or unusual in any 
of the suggestions which I have presented—it 
is the accident and not its prevention which 
is sensational. I am convinced, however, that 
my suggestions are sound and that if every 
physician in South Carolina would put them 
into effect there would be a marked reduction 
in the number of accidents in our children. 


THE MEDICAL ASPECTS 
OF CEREBRAL PALSY 


Meyer A. PertsTE!n, M. D. 
Chicago, Illinois 


here has been a great deal of confusion 
7 regarding the term cerebral palsy. 
Analyzed briefly, cerebral refers to the 
brain; thus the pathology concerns a lesion of 
the motor centers of the brain; and palsy is a 
symptom which simply means motor involve- 
ment. It is immaterial whether the motor in- 
volvement is weakness, paralysis, tremor in- 
voluntary motion, or incoordination. Cerebral 
palsy is that group of conditions which is 
characterized by motor aberration due to in- 
volvement of the motor control centers of the 
brain. 

There are many other types of palsy. For 
instance, there is spinal palsy which results 
from poliomyelitis or a broken back; a peri- 
pheral nerve palsy results from severance of a 
nerve or peripheral neuritis. Amputation would 
cause an end organ type of motor defect, an 
end organ palsy. Certain metabolic or hor- 
monal disturbances, such as calcium deficiency, 
or potassium changes, may cause hypo- 
irritability or hypo- or hyper-motion—a chem- 
ical or a metabolic form of palsy. 

The brain is concerned with ‘sensory defects 


Speech delivered at the Annual Meeting of the 
South Carolina Medical Association, Myrtle Beach, 
South Carolina, May, 1956. 
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In conclusion I would like to stress the need 
for joint effort in our fight against the number 
one killer of our children. The task is too 
large for any single organization or any in- 
dividual group of citizens. Local, state, and 
national organizations now in the field should 
be encouraged to continue and increase their 
efforts. Above all, the practicing physician who 
deals with parents and children must be made 
aware of the problem and be stimulated to 
join his colleagues in an all-out campaign of 
education in this fight for the safety and wel- 
fare of our boys and girls, 





as well as with motor defects. A lesion of the 
occipital lobe, for instance, causes a central 
blindness; the parietal lobe influences other 
sensory modalities. Or, difficulty may be 
caused by spinal involvement, such as a trans- 
verse myelitis. Sensation can also be increased 
or decreased as the result of metabolic changes 
of the blood. 

Speech disorders may be another symptom. 
Speech difficulty can be due to involvement of 
the brain. A motor aphasia following a cere- 
bral hemorrhage for instance, would be a 
central cerebral speech defect. In a spinal con- 
dition involving the diaphragm, there would 
be difficulty with breathing, affecting speech. 
The recurrent laryngeal nerve could be cut 
during a thyroidectomy, causing difficulty in 
speaking. Removal of the larynx requires 
learning a whole new method of speech. The 
hypothyroidism of a cretin may mean absence 
of speech due to lack of intelligence. 

Thus, it can be seen that cerebral palsy 
represents only one small group of the total 
handicapped population. But the importance 
of considering these paralleling conditions is 
the fact that in a clinic with every type of 
cerebral palsy, practically every other handi- 
cap can be treated, because in cerebral palsy 

















there are practically all the deficiencies and 
defects that are found in all other conditions. 
For instance, a qualified speech therapist can 
treat the defect in cerebral palsy, stuttering, 
aphasia, or lisping. By the same token, a physi- 
cal therapist who is treating cerebral palsy 
patients, can treat the poliomyelitis patient, 
the muscular dystrophy patient, or the arthritic 
patient; and an occupational therapist who is 
treating the hands of such an individual can 
also treat a person with a psychiatric problem, 
arrested tuberculosis, or other conditions bene- 
fiting from this modality. 

On the other hand, cerebral palsy is not in 
any sense a limited diagnostic category, but 
a whole group of conditions. The term cere- 
bral palsy no more describes a single condition 
than the term “lung trouble” describes a 
single condition. Since cerebral palsy refers to 
a multiple group of conditions, some type of 
classification is essential, to understand the 
nature of the condition. A classification is 
nothing more nor less than a viewpoint. If a 
subject is analyzed from several different view- 
points, certain correlations are developed in 
the overlap of the viewpoints. 

There are many different possibilities for 
classification of diseases and conditions, One 
of the most common, of course, is the patho- 
logical viewpoint. This can be done only if 
the site of pathologic change is known. In 
cerebral palsy, the brain injury can be due to 
pathologic change of the pyramidal tract, the 
extra-pyramidal tract, or the cerebellum. It 
has been presumed that those who have 
“upper motor neuron lesions” have incurred 
damage to the pyramidal tract, and that the 
other group exhibits extrapyramidal syn- 
dromes. This would be a good classification if 
such was known to be true, but it is now 
known that spasticity may result from involve- 
ment of the cerebellum, and ataxia from in- 
volvement of the cerebrum. Thus, this classifi- 
cation is unsatisfactory because it presumes 
a knowledge which we do not have. 

A clinical classification on the basis of the 
qualitative nature of the motor defect has 
much greater validity and usefulness. The first 
category in a clinical classification is the spas- 
tic type. Spasticity is characterized by the 
presence of a stretch reflex, an exaggeration 
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of the normal quality of muscle which will 
contract when it is suddenly stretched. For 
example, in the stretch reflex in the biceps 
muscle, there is no stoppage or no stretch re- 
flex if one pulls out on the muscle slowly, but 
if it is done rapidly, then the sudden pull of 
the muscle causes it to contract. It can be seen 
that a stretch reflex thus does not interfere 
with the action of the biceps, but paradoxically 
with the action of the antagonist, which is the 
triceps. In spasticity, there is an increase of 
the knee jerks, a Babinski reflex, and all the 
other signs of an “upper motor neuron lesion”. 
The term “spastic” is often loosely employed. 
In many cases it is used to mean stiffness. This 
is technically incorrect, since the physiological 
definition of spastic refers to the presence of 
a stretch reflex, which may be exhibited even 
though the patient has very little tone. This 
is an important point in the differential diag- 
nosis of certain types of muscular dystrophy 
and spasticity associated with hypotonicity. 

The second general group of cerebral palsy 
shows disturbances of motion and may thus be 
classified as the dyskinesias. Electromyelo- 
graphically, the muscle will be normal, and the 
reflexes are normal, but the motion is abnormal 
as a result of two factors: one is the motion 
per se, which is involuntary and usually pur- 
poseless and unpredictable, and the other is 
the degree of muscle tone during the motion. 
A person exhibiting involuntary motion with 
normal muscle tension makes rapid, jerky 
motions, called choreiform. If he has slightly 
more tension, the motions become slow, ser- 
pentine and twisting. These have been given 
the name athetosis, and characterize the athe- 
toid, or most common form of dyskinetic cere- 
bral palsy. Dystonia is a form of dyskinesia in 
which there is so much hypertonus that the 
patient actually takes a tonic postural attitude 
like the “Statue of Liberty” position, Another 
type of motion disturbance is the tremor type, 
in which there is a predictable alternate agon- 
ist-antagonist motion. 

The term rigidity refers to the extra- 
pyramidal type, in which the clinical findings 
are different from the spastic type. Rigidity is 
elicited by slow motion, while the stretch reflex 
is elicited by rapid motion. Sometimes the re- 
sistance to the motion is constant, resembling 
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the bending of a lead pipe, leading to the term 
“leadpipe rigidity”. Sometimes the resistance 
is discontinuous and jerky and is called “cog- 
wheeling”. Another difference between rigidity 
and spasticity is that rigidity affects more the 
antigravity muscles, e.g. the hamstrings, 
whereas in the spastic the stretch reflex is 
greatest in the gravity muscles, e.g. in the 
quadriceps muscle, 

Ataxia is a condition in which there is a 
lack of balance, and a lack of coordination 
with the loss of fine skilled movements. 

The spastics make up two-thirds of the total 
number of the cerebral palsied and the athe- 
toids about 25 per cent. All other types com- 
prise only 10 per cent. Since 90 per cent of the 
cases are spastic or athetoid, for practical pur- 
poses this discussion will be limited to these 
two types of cerebral palsy. 

Cerebral palsy may also be classified accord- 
ing to topographic involvement. In describing 
the parts of the body involved, the following 
definitions are used: 

Paraplegia is involvement of the lower ex- 
tremities only, and is almost always of the 
spastic variety. 

Diplegia means involvement mainly of the 
lower extremities, with a slight disability in 
the arms. These patients are also chiefly spas- 
tic. 

Quadriplegia, or tetraplegia, means involve- 
ment of all four extremities. If the disability is 
greater in the legs, the patient is generally 
spastic. Thus, it can be seen that paraplegia, 
diplegia, and quadriplegia with greater in- 
volvement of the legs are ascending degrees 
of the same condition, In quadriplegia with 
greater involvement of the arms, however, the 
athetoid form of cerebral palsy is more com- 
mon. Herein is seen an overlap between two 
classifications. 

Hemiplegia means paralysis of a homolateral 
half of the body. Involvement is greater in the 
arms and most of the patients are spastic. This 
group makes up about one-third of all cerebral 
palsied. 

Triplegia, or three-extremity involvement, 
may be considered a combination of a para- 
plegia and a hemiplegia. Thus, both legs and 
an arm (never both arms and a leg) are in- 
volved. Spasticity is the rule in this type of 





cerebral palsy, also. 

Monoplegia is quite rare. When it appears 
that a single leg is involved, careful examina- 
tion will generally reveal that the other leg or 
the arm on the same side is involved and that 
the condition is either a paraplegia or mild 
hemiplegia. 

The term double hemiplegia applies to quad- 
riplegia in which involvement of the arms is 
greater than the legs and in which spasticity, 
rather than athetosis, is present. In spastic 
hemiplegia, the arms are more involved; thus 
in hemiplegia on both sides, there would be 
spasticity in all four extremities and the arms 
would be more involved. Double hemiplegia 
is not common. 

Using the two classifications given above, a 
diagnostic description of a patient may be 
stated, not simply as cerebral palsy, but as a 
“quadriplegic athetoid” or a “left spastic hemi- 
plegia,” which gives a much clearer delinea- 
tion. 

The extent to which there is increased or 
decreased muscle tone offers an additional op- 
portunity for classification. Thus, we may 
speak of an “atonic spastic diplegia,” or of a 
“hypertonic or tension quadriplegic athetoid.” 

Still further description of a cerebral palsied 
patient may be made by degree of involve- 
ment. The condition may be so mild that no 
treatment is required which is the case in ap- 
proximately 25 per cent of the total. In another 
25 per cent, the involvement is so severe that 
regardless of how much treatment is given, the 
patients will be permanently severely handi- 
capped, bedridden, or wheelchair-bound. The 
remaining 50 per cent are moderately involved. 
This group includes those whose handicap is 
severe enough to be disabling, but who will be 
benefited by treatment. Of course, such a 
classification is empirical and subject to many 
subdivisions. Thus, we may speak of a mildly 
moderate, or moderately severe or very severe 
case. Further, this classification may be 
limited to a specific symptom, such as “severe 
speech and moderate walking involvement.” 

It is further possible to classify according to 
temporal etiology, whether prenatal, natal, or 
postnatal. Prenatal includes the period from 
the time of conception up to the time of the 
onset of labor; the natal period extends from 
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the onset of labor until the time of birth of a 
viable infant; and the postnatal pediatric pe- 
riod is that following the birth of a viable in- 
fant, for the duration of infancy and childhood. 
From a_ specific viewpoint, the etiologic 
classification is also valuable. The chief causes 
of damage to the brain are anoxia, hemor- 
rhage, trauma such as from contusions, in- 
fection, metabolic disturbances, and blood in- 
compatibility. When the etiology is known, the 
case can thus be further defined. It is more 
descriptive, for instance, to speak of an atonic 
spastic diplegia of severe degree associated 
with prematurity, or of a moderately severe 
quadriplegic tension athetoid due to the Rh 
factor. 

Injuries that occur to the brain may be 
divided into two general classes. One is anoxia 
and the other is vascular and traumatic. Since 
anoxia is blood borne, it will generally cause 
symmetrical damage to both sides of the brain 
and it affects primarily the basal nuclei. Clinic- 
ally, athetosis or one of the other forms of 
dyskinesia results. On the other hand, if there 
is a history of heavy birth weight, skull frac- 
ture, or use of forceps, the result is more likely 
to be unilateral or asymmetric types of lesions, 
most of which involve the pyramidal tract, 
causing the spastic syndromes., The mother 
often thinks the blame lies with the obstetri- 
cian. Actually, less than 10 per cent of all cases 
are due to obstetrical involvement as differ- 
entiated from the natural hazards of obstetrics. 
It is important to note how some of the factors 
in parturition are critical in causing or prevent- 
ing brain injury. 

Anoxia may be due to various causes. Breech 
delivery is one common cause of anoxia. The 
period from the time of the birth of the navel 
until the time the head is delivered is a period 
of potential anoxia. There is a very high cor- 
relation between breech delivery and athetosis. 
Another cause of anoxia is narcosis, due to too 
much morphine or other sedation. Or maternal 
hypotension can occur if the mother has had 
a spinal anesthetic. One young mother who 
had been in a train wreck during her preg- 
nancy and had lost a leg and who was ex- 
sanguinated gave birth to a child with 
athetosis. 

On the other hand, if there is prematurity 
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(which predisposes to hemorrhages) or injury 
from forceps or from dystocia due to heavy 
birthweight, the clinical syndrome is usually 
that of spasticity. Toxemia of pregnancy ap- 
parently may cause a prenatal hypertensive 
encephalopathy with a resultant fetal “stroke,” 
usually resulting in hemiplegia. In cesarian 
section, the pathogenesis of brain injury may 
be that of sudden decompression. The sudden 
change from intrauterine to extrauterine pres- 
sure may cause multiple petechial hemor- 
rhages in the infant. A study on hemiplegia 
showed that dystocia was the most commonly 
elicited item in the maternal history. Toxemia 
of pregnancy occurred in 11 per cent of these 
cases and in only about 3 per cent of athetoids. 
Dystocia, prematurity, and toxemia are the 
most common etiologies of infantile hemi- 
plegia. It is interesting to speculate why there 
are more right than left hemiplegias. Since 
most births are by LOA mechanism, it would 
be natural to suppose that the left side of the 
brain would be subjected to pressure more 
often than the right. In testing this theory a 
study was made of birthweights. In children 
who were below eight pounds, the ratio of 
right to left hemiplegias was one to one. In 
children who were over eight pounds, in whom 
dystocia is more likely to occur, there was a 
two to one ratio of right to left hemiplegias; 
and in children above nine pounds, the ratio 
was three to one. 

The greater involvement of the legs in sym- 
metrical forms of spasticity may be explained 
in some cases by hemorrhage from the longi- 
tudinal sinus. In this case, the area for the legs 
is involved most since the area for the hands 
is much further down. If the hemorrhage ex- 
tends farther down laterally, however, there 
will be some involvement of the arm. 

There are many other clinical correlations 
with etiology. Where blood incompatibility 
due to the Rh factor is a cause, a specific type 
of athetosis results, with greatest involvement 
of the arm and neck, paralysis of vertical gaze 
and frequent auditory involvement. In ker- 
nicterus due to the Rh factor, or any other 
cause, paralysis of vertical gaze occurs in 90 
per cent of the victims. 

The incidence of deafness-in spastics is only 
2 per cent, the same as in the general popula- 
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tion; and in all athetoids it is 16 per cent, but 
in the Rh athetoids, it is 32 per cent. In the 
deciduous teeth of children who have had 
erythroblastosis, there is a moonshaped defect 
in the tooth enamel, beginning at the distal 
surface of the tooth and extending a variable 
distance gingivally. This enamel defect occurs 
prenatally between 4-1/2 to 7 months. 
Kernicterus involves primarily the basal 
nuclear areas, but there is also involvement of 
the cerebellum. Some interesting evidence is at 
hand to indicate that the nuclear staining is 
due to previous damage of the brain. For in- 
stance, if a brain slice of a normal newborn is 
put into bilirubin or into the serum of a patient 
who has had erythroblastosis, it will not stain. 
But the brain of a newborn who has suffered 
from anoxia will take bilirubin stain. Thus, a 
child with a brain previously sensitized by 
anoxia or by exposure to bilirubin in utero, 
might suffer reversible brain damage. Such 
damage might then become irreversible as a 
result of neonatal jaundice. This would ex- 
plain the therapeutic value of exchange trans- 
fusion, as well as the observation that jaundice 











alone, in an otherwise normal baby does not 
cause kernicterus, 

In internal hydrocephalus, the result is 
usually spastic diplegia with ataxia, and in 
Strumpell’s encephalitis, the result is a spastic 
hemiplegia. Lethargic encephalitis, now rare- 
ly seen, may result in rigidity or tremors. 

These points are being made primarily so 
that the general practitioners who see children 
out in the field may recognize the various types 
of involvement. It is not necessary for anyone 
to be a superspecialist to recognize these con- 
ditions and to treat them. When more of 
specialized knowledge reaches the general 
practitioner or the medical student, there will 
not be a necessity for so many specialists or 
for postgraduate courses. It will be remem- 
bered that when penicillin was introduced, 
only the research men had knowledge of it; 
but in a few weeks everyone became a special- 
ist in its use. The same applies in the field of 
cerebral palsy. If there is understanding of the 
factors involved, there is no reason that it 
cannot be treated like any other medical con- 
dition. 


MEDICAL COLLEGE CLINICS 
THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM 
OF THE MONTH 


ATRIAL FLUTTER 


DALE Groom, M. D. 
Department of Medicine 


Case Record—This electrocardiogram was recorded on 
a 57 year old gentleman with advanced scleroderma. 
In addition to the cutaneous manifestations typical of 
that disease he showed roentgenographic evidence of 
pulmonary fibrosis, dilatation of the upper esophagus 
with narrowing and impairment of peristalsis below, 
and a generalized cardiac enlargement. During his 
three day hospital stay he was observed to have oc- 
casional extrasystoles and a moderate elevation of 
venous pressure by manometric measurements. 

Electrocardiogram—In most leads P waves are clearly 
defined occurring regularly at intervals of 0.24 sec. 
This signifies an atrial rate of 250 beats per minute. 


Moreover the P waves are opposite in polarity to nor- 
mal, being upright in leads V-1 and V-2 and inverted 
over the left precordium. As viewed in the standard 
leads the P waves have a characteristic saw-toothed 
appearance with a short upstroke and longer down- 
stroke. At times they fall into the QRS and T wave com- 
plexes where careful measurement of intervals may 
be necessary to identify their presence. 

There is a general tendency for the ventricles to 
respond to every fourth atrial activation but frequently 
a QRS follows every third P wave. Thus there is a 
changing 4:1 and 3:1 block. In this particular tracing 
the P-R intervals vary from 0.12 in some cycles to 
about 0.24 sec. in others and there appear to be some 
associated differences in the QRS complexes. At least 
one ectopic beat was recorded in V-3 (ventricular) 
and origin of some of the others—notably in V-4— is 
difficult to determine in these short segments of trac- 
ing. The virtually complete absence of R waves in V-2 
and V-3 suggests the possibility of some previous 
damage to the anterior myocardial wall. 


256 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 




































































Discussion—A_ specific arrhythmia characterized by 
extremely rapid but regular activation of the atria at 
a rate on the order of 200-400 per minute is termed 
“atrial flutter”. In this disturbance waves of excitation 
spread through the atria, independent of the normal 
pacemaker or conduction pathways, and are seemingly 
self-perpetuating at a rate which is probably related 
to the conduction velocity of the myocardium itself. 
The same phenomenon may of course occur in ven- 
tricular musculature but is more commonly observed 
in the atria. 

For many years it has been held that flutter was 
caused by the excitation wave following a circular 
course around some obstruction such as the orifices 
of the vena cavae, giving rise to a ceaselessly repetitive 
activation of the heart. Similar “circus movements” 
have reportedly been produced experimentally by 
damage to the myocardium in this area. A more recent 
explanation views flutter simply as a series of unusually 
rapid impulses emanating from a single ectopic focus, 
comparable to paroxysmal tachycardia. Rate of the 
latter, however, is slower—typically about 180—allow- 
ing the A-V node to respond and transmit each impulse 
to the ventricles. Fibrillation on the other hand is 
thought to represent a far more rapid rate, perhaps 
around 350-550, and is totally irregular, unaccom- 
panied by any effective mechanical contraction. In 
rate, at least, flutter represents a midstage between 
these two mechanisms. And indeed, one frequently 
sees a transition from one to the other in the same 
tracing. “Impure flutter”, “coarse fibrillation”, and 
“flutter-fibrillation” are terms designating various mix- 
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tures of these two arrhythmias. 

Because the A-V node has a longer refractory period 
it ordinarily cannot respond to the rapid rate of the 
atria in flutter. Instead it tends to respond to every 
second or third or fourth atrial activation. A 2:1, 3:1, 
or 4:1 block is then said to exist, and this block may 
go as high as 6:1. If the block is a constant one the 
ventricular rate will be regular, like that of the atria, 
the one a multiple of the other. But if the block is a 
changing one as it is in this tracing the rhythm is 
atrial flutter with irregular ventricular response. Often 
the block can be increased by pressure on a carotid 
sinus producing an abrupt slowing of the pulse rate. 

The electrocardiographic picture of atrial flutter 
typically includes the “saw-toothed” undulating base- 
line without isoelectric intervals as shown here in 
leads II, III and aVf. Inverted P waves form the down- 
strokes, followed immediately by Ta waves giving the 
shorter upstrokes. The Ta waves (T waves of atrial 
contraction) tend to become more prominent at the 
faster rates. They often show clearly in atrial tachy- 
cardia but are conspicuous in flutter where their 
amplitude may almost equal that of the P waves them- 
selves. Lead V-1 is recorded over the atria and gen- 
erally shows the P waves most distinctly. Here they 
are upright rather than inverted because their origin 
is ectopic. 

Probably atrial flutter can occur in normal hearts 
as can paroxysmal tachycardia and even, perhaps, 
atrial fibrillation. But usually flutter is associated with 
organic disease such as coronary sclerosis, hyper- 
thyroidism, or rheumatic heart disease. It may appear 
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in paroxysms or as a chronic arrhythmia. Quinidine by 
virtue of its actions of slowing conduction and in- 
creasing the refractory period may convert atrial 
fibrillation into flutter and, with larger doses, into a 
sinus rhythm. For this reason some cardiologists prefer 
to give digitalis first to increase the A-V block so that 
if flutter does appear it will not evoke a rapid ven- 
tricular rate. Occasionally digitalis itself administered 
in a large enough dose may abolish flutter though 
more frequently it converts it into fibrillation. Re- 
version to a normal rhythm may then take place spon- 
taneously when digitalis is withdrawn. The urgency 





of treatment of atrial flutter depends in large part 
upon the ventricular rate, hence upon the degree of 
A-V block. 

Scleroderma is known to be a systemic disease in- 
volving the lungs, muscles, vascular system, heart, 
esophagus and other viscera, as well as the skin and 
subcutaneous tissue. It is considered to be primarily 
a disease of collagenous tissue. Electrocardiographic 
abnormalities, cardiac enlargement and congestive 
failure are manifestations of what has been called 
“scleroderma heart”. 


(EXCERPTS FROM) 
MEDICAL COMMUNICATIONS—ARE THEY UNGUIDED MISSILES? 
Henry S. McNEIL 


President, McNeil Laboratories, Incorporated 


We understand there is a grade crossing near 
Colorado Springs at which is posted this sign: “The 
average length of time it takes an entire train to cross 
this grade crossing is 14 seconds—whether your car 
is on it or not!” 

This just about summarizes the feeling many of us 
have about medical communications. The public is 
learning more each day about health and disease, 
whether the information it gets is or is not “on the 
track”. 

It so happens that in this irreversible process of 
increasing public health education, much of the in- 
formation comes from news sources beyond the con- 
trol of the physicians, from whom came—originally 
and correctly—any and all health news and educa- 
tions. 

Health: A Full-Time Hobby 

It comes as no news to physicians that something 
has happened to the American public in the past 20 
years. People know more about their bodies and “the 
ills that flesh is heir to” than anyone would once have 
dreamed. 

This is not to suggest that they understand phy- 
siology or that they really care about the difference 
between a strain and a sprain, but they do hear in a 
flash of new advances in diagnosis and therapy. 

. . . One thing is certain, the mass communications 
media have proved the public’s appetite for medical 
news and opinion to be insatiable. 

Government, too, has participated in the dissemina- 
tion of medical news; and since the thirties, we have 
seen the tremendous development of public relations 
on the governmental level. 

Even the nation’s major professional organizations 
have come to take a major role in the communications 
environment. One has but to visit the press room of 
the American Medical Association, the American 
Chemical Society, the National Education Association, 
or county.and state medical societies’ fairs and forums 


to realize how much the attitudes of professional men 
and women have also changed. 
Snowballing Public Interest 

What is responsible, however, for the recent snow- 
balling of the public’s interest in health and disease? 
People have always wanted to live longer. They have 
never wanted to die. Perhaps the drama of the 
“miracle drugs” has been responsible. All we know, 
however, is that people want to know more about 
themselves. 

But how, and with what kind of knowledge, is the 
public being educated? 

Magazines and Newspapers 

. . . Let’s start with magazines, newspapers and the 
daily press, each one with its own feature articles on 
health. You can name them better than I: Reader's 
Digest, Life, Look, Ladies Home Journal, Cosmo- 
politan. Probably the Police Gazette has a Section on 
Preventive Medicine. 

Current examples: Did you see the February 23, 
1957, United Press dispatch from the White House 
regarding a “wonder drug” shipment sent to the ailing 
President of West Germany, Theodore Huess? The 
dispatch named the brand name of a drug available 
only on prescription. 

I'll take in preference, a cartoon from the February 
9th issue of the New Yorker showing a psychiatrist 
with a patient, who begins his interview with, “Now, 
Mrs. Taylor, let’s understand each other. You haven't 
been to medical school, you haven’t studied five years 
in Vienna, you haven't practiced psychiatry for the 
past 20 years, and I, on the other hand, have not read 
those articles in Life!” 

Radio ‘and TV 

Then comes radio and television, running the full 
gamut from the fine, professionally- supervised docu- 
mentary shows, to the dramatic, instantaneous bullet- 
wound cures of the westerns. 

. The mass communications media, are often 
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completely out of professional control. In short, 
they’re highly “unguided missiles”. 

And yet, surprisingly, the Science Information 
Bureau recently asked approximately 3,000 physicians 
how they felt about television. The answer: 8 out of 
10 physicians approved medical television programs, 
provided they are supervised by nationally known 
authorities. This “provided they are supervised” is 
the key to the solution. 

Soaking Up Education 

. . . The public is soaking up education, or facts, 

to the maximum of its blotting capacity. 
The Public Health Foundations 

John Q. Public’s interest in health is further whet- 
ted by the public foundations or voluntary health or- 
ganizations which have a pronounced effect on the 
laity’s attitudes on health and disease. They ust. 
Does anyone here think that to collect $136,049,400 
in 1956 the polio, tuberculosis, cancer, heart, cerebral 
palsy, muscular dystrophy and arthritis foundations did 
not have to work to induce John to open his pocket- 
book? And let’s bear in mind that these appeals, al- 
though necessarily competitive and largely emotional- 
ly based, are educational and constantly bring disease 
and its recognition before the minds of the public; and 
these minds work fast in this age. 

Government In Health 

. . » There is still another important communications 
factor influencing the mind of the public, and it is our 
own Government. Too few of us realize that the Na- 
tional Institutes of Health, which constitutes most of 
the Government’s medical research, has a budget re- 
quest of $211 million for fiscal 1958—over 2 and 
one-half times as much money as the Government 
took in the first year of the income tax. This 1958 
figure outshines the appropriation of $173 million of 
1957—when Congress appropriated more money for 
research than the Administration has asked! 

. . . So, into this picture comes the ever-present 
danger of too much political control of medical 
thought, with an annual obligation to report and 
justify the expenses incurred. 

Voluntary Health Plans 

And then we have voluntary health plans, insurance 
plans, Biue Cross and Blue Shield plans, intimately 
affecting the worker’s life through his weekly pay 
envelope. The brochures, pamphlets and advertise- 
ments all involve reimbursement for medical and hos- 
pital care, fees, and so forth. In short, the public is 
now educated on how to be sick, for how long, and 
at the least possible personal expense. 

The Science Writer's Role 

A final new and potent factor in the medical com- 
munications field is the lay science writer, a highly- 
trained specialist who knows the public’s interest in 
health news and also judges for himself the importance 
of a professional news release. He may cover major 
clinics on his own and is well acquainted with the 
public relations staffs of research centers, universities 
and professional societies. He must get facts, sound 
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facts, because half-told tales are dangerous. 


Effects of Mass Communications Media 

. . » Does this twentieth century mass communica- 
tion perform a service or disservice to the public? No 
matter how you answer this question, the fact remains 
that the influence of mass communications media is 
increasing every day; and it is our responsibility to 
help them perform a service. Our present situation 
involves both a public need and the technics to satisfy 
this need. 

It has made people more conscious than ever of the 
factors in good health. It has given research people 
and pharmaceutical manufacturers an opportunity to 
explain to the physician as well as to a better-educated, 
medically-minded, interested public, the significance 
of major new developments in the research centers of 
the universities and commercial laboratories. 

Medicine and the Pharmaceutical Industry 

But mixed with all the smorgasbord of health inter- 
est, pressure-cooked by mass medical communica- 
tions, is a fundamental problem involving, on one 
side, the various segments of the profession and, on 
the other, the public. Occasions have arisen where the 
profession attributed a misunderstanding to the in- 
dustry, when, actually, some of the mass communica- 
tions media outside of the control of both were the 
underlying factors. 

On the other hand I do not intend to imply that we 
in the pharmaceutical industry have been above criti- 
cism with respect to mass communications. There have 
been isolated instances where unenlightened self- 
interest has caused information leaks. All this has re- 
minded the industry of the power of mass communica- 
tions and the necessity for controls. 

Some of the leading pharmaceutical firms, as you 
well know, have devoted themselves for years to pub- 
lic service through health education and have helped 
physicians with their own public relations problems. 

The majority of ethical pharmaceutical firms co- 
operate with the physician by being certain to retain 
all news of new medically-useful compounds until 
adequate profession introduction is achieved—even if 
an alert reporter should learn of a new experimental 
drug through a published report in a medical research 
journal. 

A highly constructive step in this direction is the 
recent formation of a liaison committee between the 
medical profession and the pharmaceutical industry 
which will attempt to interpret correctly many of the 
problems of the medical profession to those who sup- 
ply the products it needs. 

Supplying the needs of the medical profession in- 
volves a complex relationship between physicians and 
scientists within the pharmaceutical industry. 

. . « Interestingly enough, the pharmaceutical in- 
dustry supports more than 700 students in the medical 
and allied sciences through scholarships or fellowships. 

The Changing Patient 

During the great growth of the ethical pharma- 

ceutical industry it appears that there have been 
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marked changes in the physician’s responsibilities in 
a changing social picture. We are getting more small 
towns; and suburbs and exurbs are vivisectioning the 
large cities. 

Better transportation has changed markedly the 
distribution pattern of specialists and general practi- 
tioners. Regardless of the location of the practice of 
medicine, however, the patient going today to the 
physician is a patient well-hammered by mass com- 
munications media, whether it be television, radio or 
magazines. 

Medicine is still a private art. The physician’s con- 
fidential patient approach is the same as ever. The 
change is mainly in the patient. He may not have the 
faintest idea of the functional relationships within his 
glandular system, but at least he is aware and can co- 
operate with the physician in his treatment. Even if 
he doesn’t understand the Reader’s Digest article, he 
has an interest which must be put to good use. To him, 
or her, medical news may only be an abstraction or 
gossip, but the physician—and the physician alone— 
has an opportunity to convert it into a promise or hope 
come true. 

Guiding the Missile of Medical Information 

. . . For example, let’s establish closer liaison to in- 
crease understanding among all those involved in 
medicine: ethical manufacturers, prescription phar- 
macists, hospital personnel and physicians. All of us 
concerned with one segment of the medical picture 
need to create time to spend with those in other sec- 
tions, and thus, learn their viewpoints and understand 
their problems. 

Let’s recognize the effect of the mass communica- 


“THIS IS WHERE WE CAME IN.” That’s the 
title of an “Editor's Page” editorial in the Bulletin of 
the Los Angeles County Medical Association. It was 
written by Editor William F. Quinn, M. D., and deals 
with a rehash of the 14-year-old compulsory health 
insurance proposal which has once again landed in 
the Congressional hopper—thanks to Senators Murray 
and Dingell. 

Bill Quinn penned a powerful and forthright mes- 
sage, saying among other things: 

“While reasonable men might assume that a record 
of more than 50 hearings, filling 10 large volumes of 
testimony by competent witnesses, could lead to the 
assumption that the subject had been thoroughly ex- 
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tions media in the education of the laity, but wherever 
possible, keep medical news under the supervision of 
the profession. 





Let’s focus the public interest on health problems 
and health needs, not on specific products, and brand 
names that the physician uses at his discretion with 
his individual patient. 

Let’s make greater use of such sound fact-find- 
ing and information sources as the American Medical 
Association’s Bureau of Health Education and the 
Health Information Foundation. In addition, the re- 
cently established Health News Institute is specifically 
geared to provide proper professional service to in- 
quiries from the lay press. 

Manufacturers should continue to avoid advertising 
to the laity brand names of items available only on 
prescription, and to keep “prescription-only” literature 
from the public. 

. And finally, ethical manufacturers must also 
make every effort to control the timing of news re- 
leases to conform to the correct professional sequence 
of, first, perfecting the drug, then making it available 
for the physicians’ use through professional distribution 
channels and, giving the physician correct as well as 
adequate information about it. 

All of these involve medical communications. If 
they are handled responsibly and intelligently by the 
medical profession and the pharmaceutical industry, 
these should result in a better balance between an 
increasingly knowledgeable public and a medical pro- 
fession and pharmaceutical industry dedicated to keep- 
ing people well. 


plored and its glowing promises exposed for the 
mirages they are, unfortunately, it would be naive to 
assume that this, like a second marriage, may represent 
the triumph of hope over experience.” 

Bill explained some of the provisions of the proposed 
compulsory scheme. “The ultimate authority is the 
Secretary of Health, Education and Welfare, who 
shall make rules and regulaticns,” he said. Then he 
added: 

“Dissatisfied patients may complain through chan- 
nels and ultimately reach the Supreme Court. This 
might be analogous to receiving permission to perform 
a therapeutic abortion eight months after the request 
was made.” 























Editorials 














A PLEA FOR A BETTER 
BASIC EDUCATION 

It has been my privilege to give a series of 
lectures to the junior and senior classes in 
medicine at the Medical College of South 
Carolina since 1940. Written quizzes and ex- 
aminations have been given from time to time 
during the course of instruction and though 
the comprehension of the subject matter has 
been satisfactory, the knowledge of spelling 
and syntax has been conspicuous by its ab- 
sence. Unfortunately, the condition appears 
to be growing progressively worse. 

In trying to search out the causes for this 
I was interested to read a recent article in 
the U. S. News and World Report entitled 
“Back To The Three R’s”. Apparently the 
changes in the public schools which have pro- 
duced this deplorable lack of knowledge 
about the basic facts of education started 
shortly after World War I. A progressive move- 
ment was started by a Columbia University 
philosopher, the late John Dewey and spread 
to involve all the public schools of the nation. 
Its aim was to provide a watered-down educa- 
tion for everyone and by so doing make “every 
child a happy and useful citizen”. This phil- 
osophy discouraged spanking and even scold- 
ing. It encouraged the inclusion of easy 
courses in the curriculum and discouraged the 
inclusion of difficult subjects as a requisite for 
graduation. Automatic promotions became the 
order of the day. Children were no longer re- 
quired to learn the alphabet. They learned by 
the sight reading method. 

Another of the bad effects which this routine 
promotion has had, along with laws requiring 
attendance at schools until 18 years old in 
some states, is the crowding of schools and 
classes. This has encouraged the Federal Gov- 
ernment to step forward and make some at- 
tempt to add education to its already too-long 
list of enterprises. 

To add to the present day confusion in ed- 
ucation is the attempt at racial integration; 
this, plus massive shifts in the population, has 
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brought together pupils who vary widely in 
background and potentialities, 

Some of the children have functional 
difficulties such as strephosymbolia or scram- 
bled syllables. This is frequently found in in- 
dividuals who do not have one hemisphere of 
the brain as the dominant half. For instance 
most of us are right-handed and right eyed. 
But if a person is right-handed and left-eyed 
or left-handed and right-eyed some confusion 
in the blending of syllables results and this 
shows up in mirror-writing and ladder-writing 
and eventually in an inability to read and spell 
correctly. The October 1956 issue of Coronet 
carried an interesting article on this. This type 
of difficulty is obviously quite a different thing 
from that resulting from a poor basic educa- 
tion. But an individual with this trouble could 
be passed over and promoted routinely in the 
present system without ever having his diffi- 
culty diagnosed correctly and having appro- 
priate remedies applied. 

Another condition which can produce read- 
ing difficulties is aniseikonia or unequal images 
as seen by the two eyes. This can be remedied 
by corrective lenses. 

In South Carolina our legislature is even 
now trying to solve the problem of how to 
raise teachers’ salaries by 20% and avoid 
raising taxes to cover the bill. One method sug- 
gested was to eliminate the 12th grade. This 
was opposed by the State Superintendent of 
Education. While the resolution of these prob- 
lems is in progress, I would like to add the 
thought that I would be much more favor- 
ably inclined to a salary raise for teachers if 
I could be assured of an improvement in 
basic education. 

Some suggested remedies for the present 
difficulties are:— 

1. Lower the age for leaving school to 14 
years in those states requiring attend- 
ance beyond this age. This would 
eliminate backward students from the 
upper grades. 

2. Group pupils according to ability rather 
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than by age levels. 
3. Return to emphasizing the funda- 
mentals of learning. 

I am encouraged to note that the present 
U. S. Commissioner of Education, Lawrence 
G. Derthick, favors teaching the “Old-fash- 
ioned three R’s” by the best methods old and 
new. I hope that this change will produce 
a new crop of medical students in future years 
which will be better prepared in the funda- 
mentals of learning. 

R. W. Hanckel, M. D. 


RECOMMENDATIONS FOR DRIVER 

LICENSING AND REEXAMINATION 

New driver licensing requirements have 
been proposed by 125 leading medical special- 
ists from the United States and Canada and 
traffic safety authorities in government and 
industry, who met at New York University 
last year for an all-day workshop conference 
on Medical Aspects of Motor Vehicle Accident 
Prevention. These recommendations; together 
with an analysis of research needs, are con- 
tained in the 32 page report of the proceedings, 
contained in full in the December 15 issue of 
the New York State Journal of Medicine. 

Co-sponsored by the University’s Center for 
Safety Education and the NYU-Bellevue 
Medical Center, this pioneer conference was 
held in cooperation with the New York Acad- 
emy of Medicine's Committee on Public 
Health, the New York Industrial Medical So- 
ciety, and several county medical societies. Dr. 
George E. Armstrong, Vice President for Medi- 
cal Affairs at New York University, was con- 
ference chairman, while Dr. Herbert J. Stack, 
director of the Center, served as co-ordinator. 

Among the more important conclusions and 
recommendations arrived at by the conference 
participants were the following: 

Driver attitudes and personality character- 
istics have a major role in the causation of 
traffic accidents and the research in this area 
must be continued and intensified. 

Qualifying medical examinations should be 
mandatory prior to the first issuance of a li- 
cense to an individual and a qualifying ex- 
amination should be given prior to each re- 
newal of the license. 

Fourteen cardiovascular conditions, ranging 


from severe diminished cardiac reserve to fixed 
hypertension above 180/100, were specified as 
disqualifying for motor vehicle operation. 

Individuals subject to epilepsy and other 
conditions which bring about transient lapse 
of consciousness or loss of motor control should 
be periodically examined to determine their 
fitness to drive, and the motor vehicle com- 
missioner should have the assistance of a panel 
of specialists for purposes of evaluation. 

The minimum visual requirements for pri- 
vate car operation should be a correctible 
visual acuity to 20/40 Snellen in one (the bet- 
ter) eye and a form field of 70° in the hori- 
zontal meridian in each eye, or 140° in one eye, 
with vision to be reexamined every three years. 

Certain conditions of the head and neck, dis- 
eases of the thoracic cage, limited functions of 
arms and legs, and certain conditions of the 
spine should be considered as precluding the 
safe operation of motor vehicles. 

If alcohol is detected by chemical tests when 
a driver is involved in an accident, or if he re- 
fuses to take a test, a demerit mark should be 
placed on his driving record. In case of a 
second accident, if alcohol is again detected, 
or if he again refuses to take a test, the driver’s 
license should be indefinitely suspended while 
the driver's drinking habits are investigated by 
a clinician appointed by the authorities. 

Reprints of the proceedings are available from the 
Center for Safety Education, New York University, 
Washington Square, New York, at $.50 per copy in 
quantities of 10 or more, $.40 each. 


PSEUDO-EPONYMS 


The perils of eponymous designation of syn- 
dromes or symptoms of various sorts in medi- 
cine have been emphasized many times, and 
the feeling has become rather general that the 
use of eponyms is to be rather discouraged. 
However, as fast as one old member of the 
eponyms family is displaced and forgotten, a 
new one springs up from the jargon of highly 
specialized conversation in some of the newer 
fields of medicine. 

Whatever may be the more desirable stand, 
certainly one should not let himself be carried 
away with creating names which appear to be 
eponymous but are in no way in this category. 
The other day it was noted on a hospital chart 
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that the patient had “Mittel Schmerz’s syn- 
drome”, and on another masterpiece was found 
a reference to “Simian’s Lines” in the hand of 
a mongolian idiot. If we must have eponyms, 
let us have names which are names, and not 
create weird compounds which have no refer- 
ence to any individual. 





CORRESPONDENCE 
NEW YORK UNIVERSITY 
Division of General Education 
CENTER FOR SAFETY EDUCATION 
Washington Square, New York 3, N. Y. 


January 4, 1957 





Dear Dr. Waring: 

We are proud to enclose a complimentary 
copy of the proceedings of our Symposium on 
the Medical Aspects of Motor Vehicle Accident 
Prevention—the first of its kind in the nation. 
Convened by New York University’s Bellevue 
Medical Center and Center for Safety Educa- 
tion, more than 125 physicians, psychiatrists, 
psychologists, traffic safety specialists and 
motor vehicle administrators investigated this 
crucial problem in detail. 

The publication contains the findings and 
recommendations of these outstanding authori- 
ties. Unique in nature and representing the 
best thinking available on the subject, the re- 
port covers the importance to safe driving of: 

Psychiatric-Psychologic Disturbances 
Cardiovascular Conditions 
Effects of Drugs and Chemicals 
General Organic Disorders 
Neurologic Diseases 
Orthopedic Disabilities 
Eye and Ear Defects 
Effects of Alcohol 
Further Research 

Since we are sure your readership will be 
interested, we hope that you will find it pos- 
sible to run an editorial or review. 


Cordially yours, 


Herbert J. Stack, Ph.D. 
Director 
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Dr. Joseph I. Waring 
Charleston, South Carolina 

May 15, 1957 
Dear Dr. Waring: 

We appreciate your bringing to our attention 
questions about the interpretation of “Medical Policy 
on Pediatric Care”, the technical points of which were 
covered in ODMC Letter No. 3, dated February 4, 
1957, which was distributed to the physicians of South 
Carolina. Since South Carolina Blue Shield is merely 
the Fiscal Agent in the Medicare program, we are 
somewhat hesitant to comment on questions of policy. 
At the same time we are anxious to pass along in- 
terpretations and help define problems whenever they 
arise. 

As we understand it your question has two parts: 
(1) pediatric care for well babies is paid under Medi- 
care on a per visit basis rather than a per case basis, 
and (2) the allowances of the Medicare Fee Schedule 
seem to be much more liberal than the charges of 
many of your colleagues doing pediatric work. 

To answer the first part of your question we would 
suggest that you take your usual per case charge 
divided by the number of visits you make and file for 
reimbursement on the basis of so many visits at a 
given fee per visit. We recognize that this may not be 
your usual method of setting fees for this type care 
At the same time, the government has done the best 
that it could to permit adequate pediatric fees on a 
basis that can be reviewed statistically. 

It would seem that the second part of your question 
has to do with principal rather than mechanics. I can 
only review for you the spirit and intent with which 
the Medicare program was established as an operating 
mechanism. This was explained thoroughly to the 
negotiating team from South Carolina as I am sure it 
was to representatives from other areas. Essentially it 
amounts to this: because of the many possible com- 
plications involved in the administration of such a 
program and because the primary purpose is to 
adequately reimburse local physicians for the care of 
hospitalized service dependents with as little red tape 
as possible, it seemed reasonable to leave the control 
of the program just as near the local level as possible— 
that is the state medical societies and their member 
physicians. The administrative people as well as .the 
medical advisors in the government who are responsi- 
ble for the administration of this program recognize 
that the many individual situations which will occur 
cannot be judged fairly from an “ivory tower”. For 
this, as well as other reasons, the all important fee 
schedule was negotiated with the understanding that 
fees and allowances would be maximum amounts. It 
is presumed that each individual physician will make 
his usual charge in each case and at the same time be 
permitted the flexibility of setting fees for unusual 
circumstances which are bound to be encountered 
from time to time. If the fee schedule is to remain 
adequate for the whole sphere of services, and if the 
cost of medical care for service dependents as well 
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as the public in general is to be kept in conformance 
with the rest of the economy, then the discretion of 
each physician in the setting of fees is of primary 
importance. 

The success of the Medicare program is based on 
intent, cooperation and performance. The major part 
of control is in the hands of the physician rendering 
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PRESIDENT’S REPORT TO COUNCIL, 
SOUTH CAROLINA MEDICAL ASSOCIATION 
Mr. Chairman, Gentlemen of the Council: 

Since the publication and distribution of our new 
manual and fee schedule, there has arisen a wide- 
spread spirit of dissatisfaction, criticism, and unrest 
throughout the State in regard to policies of the South 
Carolina Medical Care Plan. In some areas, this has 
gone so far as a mass revolt and a determination of 
groups of doctors to disassociate themselves from 
participation in the Plan. 

Inasmuch as this criticism has brought about wide- 
spread discussion of its objectives and its policies, it 
is a good thing for all of us. The Board felt itself 
rather isolated from any active interest in it by the 
profession. As a first step in correcting this, last year 
it requested that the President of the Association and 
the Chairman of the Council be made ex officio mem- 
bers of the Board. This action has now, more than 
ever, proven to have been a wise one. Dr. Cain and 
Dr. Prioleau have taken an active interest in the work 
of the Board and have had occasion to speak out as 
the representatives of the profession and of the Medi- 
cal Association. 

The present widespread dissatisfactions are, I be- 
lieve, caused by several factors, not all operating with- 
in every group, by any means. First of all, there is a 
large segment of the profession who have no under- 
standing or a very imperfect understanding of Blue 
Shield—its objectives and its mechanisms. To these, 
it is simply another insurance company. Then, there 
has certainly been a misunderstanding of the intent of 
certain written statements, including that in a Jetter 
sent to all participating physicians, statements in a 
circulated brochure, and certain provisions of the new 
manual and fee schedule. These statements were ob- 
scure and ambiguous. 

Perhaps a more insistent and extreme degree of 
dissatisfaction has been expressed in regard to the 
new preferred contract recently offered by the Plan. 
Relatively few of these contracts have been sold, but 
they have been, and are being, offered actively in the 
highly competitive market for new industrial groups 
which contain a high percentage of workers with 
family incomes of more than $4000 a year. These pre- 
ferred contracts offer to provide full-pay surgical 


care and of the state society. 
We appreciate your deep and continued interest in 
the Medicare Program. 
Cordially yours, 
A. C. Starin 


Director of Administration 
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service benefits for subscribers with family incomes up 
to $6000 a year. This service-benefit feature presents 
a conflict between what the Board and the administra- 
tion of the Plan believe to be a necessary element in 
successful competition with commercial insurance 
companies for the business of such industrial groups, 
and what many doctors believe to be their pecuniary 
interest. Perhaps even greater is the revolt against its 
restriction of the right of individual action in fixing 
charges for services. 

It is my personal belief that much of the opposition 
to the preferred contract is based upon erroneous 
thinking in regard to the probable impact of the 
service benefit feature on collected income from prac- 
tice. 

Although a family income of $6000 a year sounds 
large as so stated, it is actually an income of less than 
$120 a week. Such an income in these inflated times 
is certainly not great. In most industries, including the 
proverbially low-paid textile industry, so I have been 
told, more than 50% of families earned that much or 
more. Further, in this time of installment buying and 
high prices for all of the necessities of life, including 
the necessary business car, the family home, home 
appliances, etc., $120 a week does not go far in paying 
for necessities plus the making of payments on pur- 
chase contracts already made. Actually, there is little 
left to meet the costs of unbudgeted expenses, in- 
cluding those of illness. 

These preferred contracts provide for an increase 
in indemnification for in-hospital medical care from 
$4.00 to $5.00 per day for each day after the second 
that the doctor visits the patient in the hospital. They 
also increase the fee allowance for obstetrical delivery 
from $50.00 to $75.00. Although obstetrical delivery, 
excluding prenatal care and postnatal examinations 
and treatment after the lying-in period, is a paid-in- 
full service benefit, obstetrical care, because of those 
two exclusions, is not strictly a service benefit. The 
doctor may well add his usual charges on a per visit 
or some other basis to the fee allowed for obstetrical 
delivery to arrive at a quite adequate recompense for 
complete obstetrical care. 

Finally, I believe that an examination of the Rela- 
tive Value Schedule, converting the several relative 
values into dollar values by multiplying the relative 
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value by a coefficient of $3.00 will convince most of 
you that the resulting fees are rather adequate as 
such, and when considered in the light of 100% col- 
lectibility as compared with a varying percentage of 
uncollectibility of uninsured fees, that they are highly 
satisfactory to the average surgical specialist. 

It is my opinion that if all of these things that I 
have discussed briefly could be explained to the pro- 
fession, there would result a changed attitude toward 
our program. Management would have welcomed an 
opportunity to meet with physician groups to discuss 
them. Where such discussions have been had, hostile 
atmospheres have cleared as understanding has in- 
creased. There have been too few invitations extended 
and too many requests for them denied. 

It is the prerogative of Council to review all of 
these matters which I have presented, and to exercise 
the advisory function which is provided for in the 
Bylaws. All of us are delighted that it is exercising 
that prerogative at this time. 

One final word: It has been our intention with re- 
gard to the Relative Value Schedule, which certainly 
contains at least a few values not accurate for our 
situation in South Carolina, to have the schedule re- 
viewed critically by the Executive and Medical Direc- 
tors, then to submit it to the Central Professional 
Service Committee for further review and correction 
of inequities. Only press of time and the imminent 
annual meeting of the Board and expected changes in 
the personnel of the Central Professional Service com- 
mittees have prevented this from having been done 
already. As has always been true with regard to items 
in the fee schedule, suggestions and criticisms from 
participating physicians will receive cereful considera- 
tion by the management of the Plan. 

The Board has agreed to relieve me this year of 
the responsibilities of its president. The imminent 
move of the home office from Greenville to Columbia 
will of necessity relieve me of the duties of medical 
director of both Blue Cross and Blue Shield. Ten 
years ago, at the insistence of Council, I undertook 
the task of directing a study of the feasibility of or- 
ganizing a Blue Shield Plan in South Carolina. Two 
years later, I became a member and the president of 
the first board of directors. In criticism, it has recently 
been charged that I and the Executive Director have 
run the Plan ever since it was organized. Perhaps we 
have. Our Board has certainly been receptive to sug- 
gestions from us and has in the main approved our 
recommendations. None of us knew anything about 
insurance principles and especially those of under- 
writing. The State’s economy has improved immensely 
in seven years. The pattern of medical practice has 
changed tremendously in those years. We are now 
being guided by a capable, experienced Executive 
Director, who is imbued with the philosphy of Blue 
Cross and Blue Shield. However, both Blue Cross and 
Blue Shield have threatened at times to blow up in 
his face before he could bring about recovery from 
the innumerable mistakes of the past. Although in 


Jury, 1957 


ten years, I have learned far more about Blue Shield 
principles of operation and its pitfalls than I wished 
to sacrifice the time to learn, I still know so little, I 
am still a practicing doctor with the same sympathies 
and jealousy of the individual prerogatives of a doctor 
as you have. There is no doubt that those sympathies 
and that jealousy of prerogative have at times been 
exercised by me—and by the Board for that matter— 
to the detriment of the best financial interest of the 
Plan and in favor of the doctor reporting services. 
There were many times when I was soft in my de- 
cisions when I should have been hard. I am looking 
forward with relief to giving up my executive duties, 
and with enthusiasm to attempting to rebuild friend- 
ships which have deteriorated. 

I bespeak for my successor, whoever he may be, 
the whole-hearted support of Council. Remember that 
your knowledge and sympathies are medical and 
medico-economic. You know nothing of underwriting, 
actuarial practice, the intricacies of insurance selling, 
the tremendous financial impact of what individually 
minor instances of wrong utilization have upon the 
delicate balance between income and calculated claims 
expense. You cannot guess the extent of the impact 
which the addition of only $1.00 to a scheduled fee 
for a service frequently repeated will have upon 
claims expense, unless you know from the experience 
of the Plan, how many such procedures per 1000 con- 
tracts per year you may expect to be reported. You 
do not realize the impact upon selling which occurs 
when only a few cents a day is added to premium 
costs. 

So please, in your demands for changes in fee 
allowances and in coverages, consider at the same 
time actuarial information and _salability factors 
which only the Executive Director and his staff can 
provide. Only by careful consideration of information 
of this type can you wisely exercise your prerogatives 
of advisory control. 

Respectfully submitted 
J. Decherd Guess, M. D. 
President of the Board 


REPORT OF THE PRESIDENT OF BLUE SHIELD 
TO THE CORPORATION OF THE 
SOUTH CAROLINA MEDICAL CARE PLAN 

Gentlemen of the Corporation: 

Your Blue Shield Plan is passing through a crisis. 
Analysis of the operation for the first quarter cf this 
year showed a proportionate loss even greater than 
was experienced last year. To reverse this trend cer- 
tain steps were taken as emergency measures: The 
fee schedule was revised and published; certain ad- 
ministrative changes were made and published in a 
new edition of the Manual; a new contract with ser- 
vice benefits for subscribers with family incomes of 
not over $6000 was written and put upon the market; 
because of the latter, a new participating physician's 
agreement was written and circulated. 

These changes have not been universally accepted 
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by our doctors and as a result there has occurred wide- 
spread criticism of the operation of the Plan; resolu- 
tions voicing this criticism have been passed and many 
physicians, singly and in groups, have refused to sign 
the new participating physicians’ contracts. Much of 
this attitude has stemmed from lack of understanding 
or misunderstanding of, first, the basic philosophy of 
Blue Shield, and second, the impact of their imovlica- 
tions upon our system of medical practice. 

Let me attempt to make a projection of the future, 
should Blue Shield fail—and in doing so, to indicate 
why our doctors should support our Plan in this time 
of crisis. 

The greatest single step to date toward socialization 
of medical practice was the inauguration of the Medi- 
care Program. This program provides for the medical 
care of a great mass of our citizens at Government 
expense. The extent of benefits and the operating 
regulations were determined by the Government and 
the services will be paid for by the Government. It 
is true that the fees allowed for the several services 
were arrived at by negotiations between the Govern- 
ment and representatives of the several State associa- 
tions. In most instances these fee allowances are quite 
adequate. However, there is no guarantee that these 
shall continue. They are subject to renegotiation from 
time to time. There is no guarantee that the fee for 
service basis of remuneration shall be continued. The 
present system will certainly prove to be very expen- 
sive and it well may be that Congress will revolt 
against such costs and attempt to lessen them by some 
other system of payment. 

The commercial insurance companies writing sick- 
ness insurance recognize and resent the successful 
competition of Blue Cross and Blue Shield, and this 
year they are making a concerted and admitted effort 
to destroy them. If they succeed, commercial com- 
panies will be free to increase their rates and select 
their risks as they please. Coverage of small groups 
and of individuals are not profitable except at very 
high rates and after very careful selection. As a result 
the truly medically indigent and the white-collar 
worker will be unable to buy protection against un- 
expected and unprepared-for sickness. Still, these 
people cannot and will not be denied hospital and 
medical care. There will result a mass of uncollectible 
accounts on the books of both hospitals and doctors, 
as there were in 1932 when Blue Cross came into 
being. Help will have to come from some source, and 
the only source will be the Government. The great 
mass of the people, the hospitals, and the doctors not 
only will not fight rescue by the Government, they 
will actually invite it. 

Therefore it seems to me that it is not only a social 
obligation but it is also in the personal interest of doc- 
tors to see that Blue Shield and Blue Cross do not 
fail. They will fail if any one of three things happens: 
if they are priced out of the market, if hospitals with- 
draw their support by refusing to sponsor Blue Cross, 
if doctors withdraw their support by refusing to con- 





tinue as participating physicians. 

For our Plan to continue to operate legally, at least 
50% of regularly licensed physicians in the State 
must be participating physicians. Our Standard Blue 
Shield Contract does not appeal to people of family 
incomes of more than $4000 a year. In fact, there 
seems to prevail the belief that instead of providing 
a fully paid service benefit for these people, the insur- 
ance benefit becomes a bonus to the doctor, who adds 
it to his regular fee. 

The Blue Shield program cannot be maintained 
satisfactorily when supported solely by those with in- 
comes of less than $4000. Accounts made up of people 
in this income bracket are more expensive to service, 
their medical needs are greater, their hospital ad- 
missions are more frequent, and their stay is longer. 
The turn-over in the group is greater, leaving an in- 
creasingly proportionately larger residue of un- 
insurable risks on our books. 

Therefore, it is the belief of your management that 
we must broaden our appeal—especially in the light 
of increasing industrialization of the State. As new 
industries move in, we are faced with increasing num- 
bers of workers with incomes greater than $4000: 
with more situations where industrial management 
provides sickness insurance as a fringe benefit, after 
negotiations by management and labor; with more 
instances where the insurance of local workers is pro- 
vided by contracts negotiated on a national basis by 
management located in a distant State. It was felt by 
your Executive Director and your Board that the only 
way to meet this situation without losing this pros- 
pective business by default was to provide a contract 
with more liberal income limits to be eligible for 
paid-in-full service benefits. 

Why the changes in the fee schedule? The old fee 
schedule was badly out of balance. The top fee pro- 
vided was $150.00. This was further abridged by a 
provision that the maximum liability of the Plan for 
the treatment of any one accident, injury, or disease, 
be $200.00. In the new contracts, both standard and 
preferred, there is no stated maximum liability. The 
relative value schedule of California which had been 
approved by the House of Delegates of our State 
Association as a basis for negotiation for Medicare 
fees was adopted, and the unit value was fixed at 
$2.00 for the standard contract and $3.00 for the 
preferred. By this action, the fee schedule for the 
standard contract was raised to a balanced $200.00 
schedule and that for the preferred contract became 
a $300.00 schedule. Some fees of the old schedule 
were increased. Others were decreased. 

The question has been asked, Why change this 
schedule under the standard contract since it was so 
satisfactory? The fact is, it was not satisfactory. The 
Ob-Gyn group were outraged when they first saw the 
fees allowed for their work; the proctologists have 
continually griped about their fees; a radiologist 
quipped that the schedule must have been written by 
the orthopods; the neuro-surgeons ridiculed the fees 
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allowed them; few ear, nose and throat men signed 
participating physician’s agreements. Perhaps the gen- 
eral practitioners were best satisfied with the sched- 
ule, because the fees allowed for minor surgical pro- 
cedures were comparable with those of a fee schedule 
of $300.00 or more. 

Our Plan is at the crossroads. We must go to the 
right, fighting to carry on with the basic Blue Shield 
concept of community service with paid-in-full ser- 
vice benefits as our guide; or we must turn to the left, 
deserting those concepts. To do the latter will sooner 
or later result in failure of the Plan or its conversion 
into a commercial type of organization. We <annot 
stand still. To attempt to do so will result in early 
demise. 


Respectfully submitted, 
J. D. Guess, M. D. 
President of the Board 








NEWS 





The South Carolina Society of Anesthiology met 
May 2 for its annual meeting and elected new officers 
for the 1957-58 year as follows. 

President—John C, Doerr, Charleston 

Vice President—James L. Duncan, Spartanburg 


Secretary-Treasurer—J. Ray Ivester, Charleston 


Dr. Robert Wilson of Charleston, Secretary of the 
South Carolina Medical Association has been elected 
president of the Poetry Society of South Carolina. It 
is supposed that from now on the minutes of the 
Association will be written in iambic pentameter. 


Public health workers and other hundreds of her 
friends throughout the State will be proud and happy 
to know that Dr. Hilla Sheriff's long and valuable 
service in the field of medicine and public health is 
appreciated not only in this country but also in other 
parts of the world. It was recently announced that she 
has been elected to membership in the Royal Society 
of Health of England. 


Dr. Pierre G. Jenkins, Chairman and Professor of 
the Department of Ophthalmology of the Medical 
College of South Carolina, was the guest of honor and 
principal speaker at a banquet given by the Atlanta 
Eye, Ear, Nose and Throat Society at the Atlanta- 
Biltmore Hotel, Atlanta, Georgia on the evening of 
April 29. 

This event inaugurated a lecture series to be given 
by this Society. 


Dr. John R. Paul, Jr., associate professor of pedi- 
atrics at the Medical College of South Carolina, has 
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been granted leave from the college to participate in 
a research project at the University of Buffalo, N. Y. 

He will be a visiting member of the university 
faculty in the pediatrics department of the School of 
Medicine during his absence from Charleston. In this 
position he will take part in research in the field of 
medical education. His absence will cover the aca- 
demic year 1957-58. 


Construction of a new Clarendon County Health 
Center, at an estimated cost of $105,472, has been ap- 
proved by the public health service, South Carolina 
Congressmen were informed. 

The center, to be at Manning, is to be built under 
the Hill-Burton matching funds program. Subject to 
final approval of plans, the Federal government will 
provide $52,736 of the total cost. 


POLIO VACCINE COMMENTS 
POLIO VACCINE AND OTHER IMMUNIZA- 


TIONS. It has recently been called to our attention 
that at least in one county it is thought that polio 
vaccine and other immunizations could not be given 
within a month of each other. This is a mistaken 
impression. 

There is no contraindication for giving poliomyelitis 
vaccine along with other immunizations. One would 
normally choose giving it in another site, such as the 
other arm or leg. Since immunizations of any kind 
may cause, in some children, mild reactions of fever, 
sore arm, etc., it might be a wise policy to allow a 
few days between immunizations. It would not be 
necessary, however, to allow more than a maximum 
of a week. 

It is important that polio immunizations be given 
to younger children in the most susceptible age group 
as early as possible before the beginning of the cur- 
rent polio season but it is not intended that polio 
immunizations should delay or interfere with other 
routine immunizations. It is also important that chil- 
dren be immunized against diphtheria, pertussis and 
tetanus. All of these immunizations may, therefore, 
be given with as little delay as is necessary or ad- 
visable between them. Polio vaccine will continue to 
be given during the summer months. 

G. E. McDaniel, M. D. 
Director, Division of Disease Control 
State Board of Health of S. C. 


Excerpts From 
NURSES FOR A GROWING NATION 
From The National League For Nursing 
“In this, the first phase of a broader plan, we at- 
tempt to throw light upon answers to only a few of 
the many pressing questions about the future of 
nursing. So, the rapidly changing patterns of health 
care which normally will affect nursing care have not 
been considered. 
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“We approach quality needs in nursing primarily 
as an inherent factor in quantity needs. We leave un- 
touched the desperate plight of some of our hospitals 
for nursing staff, especially our mental institutions, 
and the way in which changes ahead in our related 
professions will affect and even direct the changes 
ahead in nursing. An estimate of the need for practical 
nurses and the auxiliary nursing workers must be made 
if we are to have real perspective on the future of 
nursing as a service to society. 


“Some may take issue with us for the assumptions 
we have drawn, and this we welcome. It is our in- 
tention to be realistic. 


“Nursing education, as is true of education for many 
other professions, must prepare an adequate number 
of highly skilled practitioners so that nursing service 
may utilize a large and growing number of lesser pre- 
pared personnel. 


“Even with expanding nurse power it is known that 
the number of professional nurses does not meet the 
demand for nursing service today. Many nursing posi- 
tions remain vacant. Hospital wards continue to close 
for lack of nurses. In many areas of the country whole 
counties are without any public health nursing service. 
Of the 430,000 active professional nurses, hospitals re- 
port 42,000 working part time; how equate their con- 
tributions with full-time service? 


“Practical nurses and auxiliary nursing workers 
trained on the job have come along in increasing 
numbers to fill the gaps. The scarcity of professional 
nursing skills, brought about by demand for nursing 
service, has made it necessary, even desirable, to 
transfer many of the less complex nursing tasks to 
persons who do not need the extensive preparation for 
professional nursing. 


“Two regions, the North Atlantic and the West, 
boast a better showing than the national ratio with 
336 and 277 nurses for 100,000 population respective- 
ly. The Midwest hews close to the national ratio with 
254. These regions have a noticeably better profes- 
sional nurse power than does the South, which has 
not yet arrived at 200 nurses for 100,000 of its people. 


“Society's idea of what represents desirable nursing 
care will determine the ultimate attainment of goals, 
whether they be these high or low ones or some other 
ratio of professional nurses to population. Related to 
this is the degree of dependence society places unon 
professional nurses for its nursing service. 


“What do nurses do? Does basic education for 
nursing prepare nurses for the responsibilities they 


carry? Why is more than one type of professional 
nursing education prevalent? Are there better methods 
of preparing the many thousands of professional 
nurses who will be needed for the future? 

“Such questions are occupying many groups con- 
cerned with nursing’s future. Certainly the education 
of the mid-century nurse is a complex affair, offering 
a choice of educational patterns found in few other 
professions—post high school diploma, associate de- 
gree and baccalaureate degree, all as basic prepara- 
tion. 


“If nursing’s educational patterns—both basic and 
advanced—are matched with responsibilities for which 
nurses need to be prepared, the earlier mentioned 
logic of gradations in basic preparation for the pro- 
fession becomes apparent. 


“The job responsibilities for professional nurses, 
nevertheless, indicate for the future a continuation of 
at least two types of basic preparation for professional 
nurses—the one to prepare nurses for direct patient 
care, the other to prepare nurses for any beginning 
nursing responsibility and concurrently to lay the 
educational foundations which will speed selected 
students on to advanced preparation for top level re- 
sponsibility.” 

ATTENTION! 
SOUTHEASTERN ALLERGY ASSOCIATION 
ANNUAL MEETING 
November 1 - 2, 1957 
Fort Sumter Hotel, Charleston, S. C. 
Outstanding speakers 

Interesting locale 

Bring your wife 

Make reservations early 
Clarence Bernstein, M. D., President 
Katharine Baylis MacInnis, M. D., Sec’y-Treas. 
818 Albion Road Columbia, S. C. 


The State Senate has received from Gov. Timmer- 
man his appointments to the board of trustees re- 
cently created by legislative act for Whitten Village, 
the state institution for handicapped children at Clin- 
ton. 

The appointments are: 

R. L. Plaxico of Clinton; Dr. Julian Price of Flor- 
ence; W. B. Perrin of Greenville; Dr. W. H. Lacey of 
Moncks Corner; Dr. Edwin R. Wallace of Barnwell. 


Dr. C. E. Ballard, director of the Pickens-Oconee 
Health Departments, was nominated president-elect of 
the South Carolina Public Health Association at 
Myrtle Beach May 9-11. 
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Dr. Martin D. Young, director of the Laboratory of 
Tropical Diseases in Columbia, has returned from a 
three-month government assignment in India. 

He was appointed by the surgeon general as a 
member of a three-man international team to evaluate 
the accomplishments of India’s first five-year nation- 
wide malaria control program which has been operated 
by the government of India with the assistance of the 
United States International Cooperation Administra- 
tion. 


Dr. W. C. Herbert, Jr. was elected chairman of the 
Executive Committee of the Medical Staff of Spartan- 
burg General Hospital recently. 

He replaces Dr. Allen B. Warren, who will remain 
as a member of the Executive Committee. 

Dr. Charles B. Hanna was elected vice chairman 
and Dr. Francis P. Champion, secretary. 

Other members of the Executive Committee are Dr. 
Sam B. Reid of Chesnee and Dr. David Stack of 
Spartanburg. 


The Horry County Health Department moved into 
its new quarters in Conway, May 16, Dr. Charles L. 
Mattes, county health officers, announced. 

From cramped quarters at the foot of 4th Avenue, 
they are moving into a fine modern brick building on 
lower Elm Street beyond the County Courthouse. 
Open house will be held in the near future to zive 
the public an opportunity to view the new center 
along with its facilities. 


Dr. W. M. Waters, III, native of Florence, has 
accepted a position at Anderson Memorial Hospital as 
assistant to Dr. J. W. McMeans, pathologist. 

He will assume his new duties July 1, according to 
announcement by George B. Little, Jr., hospital ad- 
ministrator. 

Dr. Waters received his primary education in the 
city schools of Florence, following which he attended 
The Citadel from 1942 to 1943. He served in the 
U. S. Navy from 1944 to 1946, and attended Furman 
University 1946-48, where he received a B. S. degree. 

After completing his work at Furman, he attended 
the Medical College of South Carolina from 1948 to 
1952, receiving his M. D. degree, following which he 
was licensed to practice medicine in this state in 1952. 

He interned at Greenville General Hospital during 
1952 and 1953, and was resident in pathology at that 
institution from 1953 to 1956. 

Following his tenure at Greenville he became senior 
' assistant resident in pathology at the School of Medi- 
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cine of the University of North Carolina, and the 
North Carolina Memorial Hospital at Chapel Hill, 
N. C., where he is now located. 

Dr. Waters is a member of the South Carolina Medi- 
cal Association, American Medical Association and the 
American Society of Clinical Pathologists. 


At the meeting of the. Executive Committee of 
the State Board of Health on May 1, 1957, Dr. Wal- 
lace called attention to the fact that the term of Dr. 
R. L. Crawford and Dr. T. C. McFall on the Hospital 
Advisory Council had expired. It was the unanimous 
opinion that Dr. McFall should be renominated to 
succeed himself, and that Dr. J. C. Harris be nom- 
inated to succeed Dr. Crawford. 

Dr. G. S. T. Peeples was elected as State Health 
Officer for a period of five years, on motion of Dr. 
Owens, seconded by several members. 

It was moved by Dr. Platt, seconded by Dr. Owens 
that Doctors Wallace and Mead be reelected to the 
positions of Chairman and Vice Chairman, respec- 
tively. 

On motion of Dr. Camp, seconded by Dr. Owens, 
Dr. C. L. Guyton was reelected Assistant State Health 
Officer. 

It was moved by Dr. Smith, seconded by Dr. Hanc- 
kel, that Doctors Owens and Platt succeed themselves 
on the Water Pollution Control Authority. Passed. 


Doctors are asked by PHS to be on the alert tor a 
new type A influenza strain expected to work its way 
into this country from the Far East. Details from state 
health departments. 


National Library of Medicine officials were still 
hopeful, as the end of the session neared, that Con- 
gress would vote enough money to start constructing 
the library’s new building next year. 


For the first time the U. S. contribution to WHO 
this year is expected to drop to a third of the total 
WHO budget. In dollars, however, the U. S. share 
continues to go up, as the charges to other countries. 


Two fellowships in public health are available. One 
is at Harvard University on the subject of Maternal 
and Child Health. The stipend is $5,000. The other 
is at Johns Hopkins on the same subject. The stipend 
is also $5,000 a year. 

Application should be made immediately through 
Dr. Hilla Sheriff, State Board of Health. 
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STANDING COMMITTEES 1957-1958 
Committee on Scientific Program 
Dr. Robert Stanley, Chairman 
Dr. John K. Webb 
Dr. Willard Hearin 


Committee on Legislation and Public Relations 


Greenville 
Greenville 
Greenville 


Dr, Frank Owens, Chairman Columbia 
Dr. O. B. Mayer Columbia 
Dr. Joe Converse Greenville 
Dr. George Price Spartanburg 
Dr. Alton Brown Rock Hill 
Dr. Henry Robertson Charleston 
Dr. George Orvin Charleston 
Committee on Public Health 
Dr. J. C, Harris, Chairman Lancaster 
Dr. J. W. Chapman Walterboro 
Dr. Charles May Bennettsville 
Dr. Ripon LaRoche Camden 
Dr. John Buchanan Winnsboro 
Committee on Maternal Welfare 
Dr. L. L. Hester, Chairman Charleston 
Dr. R. C. Horger Orangeburg 
Dr. Richard Johnston St. George 
Dr. W. M. Bryan Columbia 
Dr, Herbert Black Columbia 
Dr. Swift Black Dillon 
Dr. Frank Geibel Columbia 
Dr. Lloyd Luttrell Spartanburg 
Dr. Hilla Sheriff Columbia 


Memorial Committee 
Dr. William Folk, Chairman 
Dr. W. A. Smith 
Dr. Lonita Boggs 


Spartanburg 
Charleston 
Greenville 
Committee on Infant and Child Health 
Dr. Walter Moore Hart, Chairman Florence 


Dr, Ethel Madden Columbia 
Dr. J. I. Waring Charleston 
Dr. Horace M. Whitworth Greenville 
Dr. Fred F. Adams Spartanburg 
Dr. John Bell Greenwood 
Committee on Cancer 
Dr. James R. Young, Chairman Anderson 
Dr. Thomas Pitts Columbia 
Dr. J. M. Fleming Spartanburg 
Dr. Edwin Cochran Spartanburg 
Dr. Percy Hay Florence 
Dr. H. R. Pratt-Thomas Charleston 
Committee on Historical Medicine 
Dr. J. I. Waring, Chairman Charleston 
Dr. Chapman Milling Columbia 
Dr. R. M. Pollitzer Greenville 
Dr. Heyward Gibbes Columbia 


Committee on Medical and Hospital Insurance 
Contracts 


Dr. J. P. Cain, Chairman Mullins 
Dr, R. W. Hanckel Charleston 
Dr. E. D. Guyton Florence 


Dr. Richard Wilson 


Committee on Rural Health 
Dr. Marshall Bennett, Chairman Walterboro 


Spartanburg 


Dr. Harold Gilmore Nichols 
Dr. Robert Solomon Moncks Corner 
Dr. Virgil Rinehart Newberry 
Dr. Keith Sanders Kingstree 
Committee on Indigent Care 
Dr. J. A. Siegling, Chairman Charleston 
Dr. John Brewer Kershaw 
Dr. Ben N. Miller Columbia 
Dr. Norman Eaddy Sumter 
Dr. Stanley Morse Beaufort 


Advisory Council to the Woman’s Auxiliary 
Dr. T. R. Gaines, Chairman Anderson 


Dr. M. R. Mobley Florence 
Dr. J. D. Guess Greenville 
Dr. R. L. Crawford Lancaster 
Mr. M. L. Meadors, ex-officio Florence 


Committee on the Care of the Patient 


Dr. D. L. Nance, Chairman North 
Dr. W. L. Byerly Hartsville 
Dr. E. C. Hood Florence 


Committee on Coroners-Medical Examiners 


Dr, H. R. Pratt-Thomas, 


Chairman Charleston 
Dr. M. F. Patton Spartanburg 
Dr. R. F. Zeigler Florence 
Dr. Strother Pope Columbia 
Dr. D. Gilland Conway 
Committee on School Health 
Dr. Henry Moore, Chairman Columbia 
Dr. Walter Bristow Columbia 
Dr. John R. Paul Charleston 
Dr. Robert Brownlee Greenville 
Dr. Hilla Sheriff Columbia 
Dr. William Hendrix Spartanburg 


Committee on Medical Education Foundation 
Dr. Howard Stokes, Chairman Florence 
Dr. R. L. Crawford Lancaster 
Dr. Keitt Smith Greenville 
Dr. George Durst Sullivan’s Island 

Committee on Civil Defense 


Dr. Charles Wyatt, Chairman Greenville 


Dr. Bachman Smith Charleston 
Dr. R. Y. Wescoat Lancaster 
Dr. William Herbert, Jr. Spartanburg 


Committee on Industrial Medicine 
Dr. John M. Perry, Chairman 
Dr. Leon Poole Spartanburg 
Dr, James Hughes Greer 

Liaison Committee with Allied Professions 


Hartsville 


Dr. John M. Pratt, Chairman York 
Dr. J. R. S. Siau Georgetown 
Dr. Jack C. Scurry Greenwood 
Dr. J. H. Stokes Florence 
Mr. M. L. Meadors, ex-officio Florence 
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DEATH 





DR. SAMUEL WHEELER 
Dr. Samuel Wheeler, medical director of the Red 
Cross Regional Blood Center at Columbia since it was 
founded in 1950, died June 4. He was 67. 
A 1913 graduate of the Medical College at Charles- 
ton, Dr. Wheeler had practiced medicine in Columbia 
since 1915. He was originally of Clarendon County. 


DR. WILLIAM HALL LYDAY 
Dr. William Hall Lyday, 67, died May 3 in Green- 
ville. 


DR. A. T. HUTTO 


Dr. A. T. Hutto, 73, practitioner of Pelion for 40 
years, died in May 1957. 





BOOK REVIEWS 





CURRENT THERAPY: 1957. By 304 American 
Authorities. Edited by Howard F. Conn, M. D. Pp 
731. W. B. Saunders Company, Philadelphia. Price 
$11.00. 

This latest, the ninth, volume in the series has been 
brought up to date with the appearance of 271 new 
treatments and articles, by some 79 new contributors. 

A surprisingly wide range of diseases and disorders 
is covered, each by a contributor especially interested 
in the topic discussed, with a modest “method of—” 
preceding the article, granting at once that there are 
other methods. Properly in a reference book of this 
sort, controversy is avoided, and sane, practical 
management is stressed. 

On the many occasions when a library is not 
immediately available, or a suitable consultant, and 
the practitioner is alone with his patient and an un- 
familiar disorder, and time is running out, this vol- 
ume may well prove a wise and staunch friend in time 
of trouble. 

Jas. O’'Hear, M. D. 


THE CARE OF THE EXPECTANT MOTHER 
By Josephine Barnes, D. M., F. R. C. S. (Eng.), 
F. R. C. O. G. Cloth. $7.50, Illustrations, 260 pages. 
Philosophical Library, Inc., New York, 1956. 

The author was educated in and now practices in 
London. Her book necessarily reflects attitudes and 
conditions of practice in Great Britain under the Na- 
tional Insurance Acts. It is designed to be of value, 
so she states in the preface, to obstetrical consultants, 
general practitioners, local authority medical officers 
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(public health officials? ), midwives, and medical stu- 
dents, and is based largely on routine teaching given 
to medical students and pupil-midwives. 

Within the limits of 265 pages, the author attempts 
to cover the whole range of antenatal care. She 
divides the book into three sections, namely, that deal- 
ing with normal pregnancy, that dealing with ab- 
normal pregnancy, and that dealing with diseases 
complicating pregnancy. The first section includes 
descriptions of anatomy and physiology of pregnancy; 
clinical examination; special investigations, such as 
pregnancy tests, urinalysis, hemoglobin determination; 
hygienic advice to the patient; and emotional and 
physical preparation for childbirth. 

The author has experienced difficulty in keeping 
her material in good balance. Much of it is presented 
almost in skeletonized outline, while other parts are 
unnecessarily detailed. The chapter on the embryology 
and on the changes in anatomy and physiology in the 
mother is so sketchy as to suggest a check list. In con- 
trast, five laboratory tests for pregnancy and four tests 
for albuminuria are described in adequate detail. The 
significance of the Rh factor in pregnancy is beauti- 
fully presented, and clearly states all of the details 
that any clinician needs to know, for him to under- 
stand and to be able to explain the problem to !:is pa- 
tient. 

The chapter on maternity services in Britain has 
no practical value for the American obstetrician, but 
it serves to impress him with the maze of non-medical 
information the British physician has to have in order 
to serve his patient best and to protect his own 
monetary rights. 

The section on abnormal pregnancy includes chap- 
ters on multiple pregnancy, hydramnios, malforma- 
tions, malpresentations, cephalopelvic disproportion, 
pregnancy hemorrhages, and toxemias of pregnancy. 
The author describes adequately how to recognize 
and to differentially diagnose those conditions. Trial 
labor is defined and discussed, as is induction of 
labor. Her treatment of hypertensive toxemia of preg- 
nancy is hardly up to date by American standards, as 
she shows little familiarity with and little regard for 
the pressor drugs in its treatment. 

The third section of the book discusses pregnancy 
complicated by pelvic tumors, cardiovascular disease, 
the anemias and leukemias, respiratory diseases, and 
other acute and chronic conditions which are really 
not a part of obstetrics and which are rarely treated 
by obstetricians. 

The book is pleasantly written. The illustrations 
are good. It would have a useful place in the library 
of the medical student and, for quick reference, in 
the library of the general man who treats pregnant 
women. For the obstetrical specialist, it is, perhaps, 
too abstractual. 


J. D. G. 
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THE FIGHT FOR FLUORIDATION by Donald 
R. McNeil. Oxford University Press. 1957. Price $5.00. 

This book is not primarily an argument for fluorida- 
tion, but gives the background of investigative work 
in the various efforts which have been made to pro- 
mote fluoridation of water in this country. It gives an 
interesting account of the earliest recognition of the 
part which the fluoride content of water plays in the 
prevention of dental caries, and a summary of in- 
creasing knowledge and approval of the artificial 
fluoridation of water. It describes several special 
aspects, and the many arguments and efforts are 
described at some length. Some of the discussions 
have been quite hot, there are a number of interesting 
incidents included in this story. 

As there are still a number of people and organiza- 
tions violently opposed to the use of fluoride in water, 
in spite of the convincing arguments, experience, and 
endorsement of sound medical organizations, this 
book should be extremely valuable to any one who 
has any interest or active part in the campaign for 
promotion of fluoridation. 

It is well written and makes a very good reference 
book. 

J.L.W. 


EXPECTANT MOTHERHOOD. Nicholas J. East- 
man, M. D. Little, Brown and Company, Boston. 
Third Edition, 1957. $1.75. 

Since this little book was first published in 1940, it 
has come to be a medical classic. There are several 
reasons for this. Its author is a teacher of well deserved 
renown, on the faculty of Johns Hopkins University. 
He has been active in research for many years. He 
keeps abreast of the advances in obstetrics. He writes 
with an easy, interesting style. 

The book was written for expectant mothers and 
their husbands, but it is so new, so up to the minute 
in reflecting modern obstetrical thinking and practice 
that obstetrical nurses, midwives, medical students, 
and full fledged practitioners would find this book 
interesting and instructive. 

Dr. Eastman seeks to give the expectant mother 
information by which to guide her life during preg- 
nancy. He also gives her authenic information to 
satisfy the demands for understanding and for satis- 
faction of a natural curiosity relating to her condition 
and to its progressive changes, which the modern, in- 
telligent woman has. It is written so that she may 
understand what she reads. 

While the instruction is comprehensive and detziled, 
the author carefully avoids assuming the prerogative 
of the attending physician. When opinion and practice 
are divided, he so states, and advises consultation 
with the woman’s physician. This is not a book on 
self treatment. It is an aid to the attending physician 
and a source of comfort and help to the patient in 
that she may refer to it to help recall her physician’s 
instructions or to get an elaboration of his advice, 





and to find explanation of minor symptoms and ap- 
prehensions which may arise at most inconvenient 
times. The chapters on diet and weight control in 
pregnancy alone are worth more to the busy doctor 
than the price of the book. 

The intelligent and inquiring woman will be greatly 
interested in the chapter on “Painless Childbirth.” The 
last two pages of this chapter discuss “Natural child- 
birth,” which the author defines as “An attempt to 
make labor easier through the elimination of fear,” 
and he closes the discussion with the statement, “Pro- 
vided your doctor thinks that medication is desirable, 
there is no more sense or glory in a ‘do or die’ de- 
termination to go through labor without pain relief 
than there would be to refuse anesthesia for a tooth 
extraction"—to which the reviewer adds a fervent 
amen. 


J. D. Guess 


DORLAND’S ILLUSTRATED MEDICAL DIC- 
TIONARY. Editorial Board: Leslie Brainerd Arey, 
Ph. D., William Burrows, Ph. D., J. P. Greenhill, 
M. D., and Richard M. Hewitt, M. D. Including: 
Modern Drugs and Dosage: by Austin Smith, M. D. 
Fundamentals Medical Etymology by Lloyd W. Daly, 
A. M. Ph. D. Physiological Consultants: Paul J. Alex- 
ander, Ph. D., Harry C. Messenger, M. D. Edition: 
23rd—with more than 700 illustrations and 50 plates. 
1957. W. B. Saunders Co., Philadelphia. Price $12.50. 

The fact alone of persistence to a veritable old age 
of twenty-three editions should recommend this dic- 
tionary to the reader. The list of editors and contribu- 
tors should convince him that it should be a fine pro- 
duction. The sturdy handiness of the volume and its 
legible print recommend it to the active user. In brief, 
it is an excellent medical dictionary. 

J.LW. 


Disorders of the heart, blood vessels and related 
organs caused over 850,000 deaths last year—-more 
than half the total number of deaths in this country, 
Health Information Foundation reports. 





Carlson School for Cerebral Palsy an- 
nounces two informal summer sessions 
for ambulatory Cerebral Palsy patients. 
First session: June 15-August 1; second 


session: August 1-September 15. 


Located on ocean; swimming pool; 
supervised therapy. 
For information write to Carlson 


School, Pompano Beach, Florida. 
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MRS. B. J. WORKMAN, President 


New officers were installed by the Woman’s Auxil- 
iary in closing sessions at Myrtle Beach. 

Taking over the gavel of the presidency was Mrs. 
B. J. Workman, who received the symbol of her posi- 
tion from Mrs. E. Gordon Able of Newberry, retiring 
Auxiliary president. 

Also installed were Mrs. George Orvin of Charles- 
ton, president-elect; Mrs. John Martin, Anderson, first 
vice president; Mrs. George W. Smith, Columbia, 
second vice president; Mrs. C. F. Higgins, Easley, 
third vice president; Mrs. Fritz N. Johnson, Mullins, 
fourth vice president; Mrs. James Allgood, Inman, re- 
cording secretary; Mrs. Macmurry Wilkins, Greenville, 
treasurer; and Mrs. Ripon La Roche, Camden, his- 
torian. 


Jury, 1957 


The new officers were installed by Mrs. Robert 
Flanders, Manchester, N. H., president to the Wo- 
man’s Auxiliary to the American Medical Association. 

Mrs. Able opened the sessions Wednesday morning 
when the executive board met at the Ocean Forest 
Hotel. Mrs. T. A. Pitts of Columbia began with a 
morning prayer. Serving as pages were Misses Emily 
Martin and Christy Livingston of Newberry and Miss 
Ann Bell, Lancaster, niece of Mrs. Able. 

Mrs. O. W. Robinson, Paris, Texas, President of the 
Southern Medical Auxiliary brought greetings and an 
invitation to the convention to be held November 11 
through 14 at Miami Beach concurrently with that of 
the Southern Medical Association. 

Reports of the work of the Auxiliary began with 
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that of Mrs. E. H. Thomason, Olanta, chairman of the 
American Medical Education Foundation, who re- 
ported a total of $2,324.61 collected by the various 
counties, with Richland being the largest contributor, 
collecting $1,286.61. 

Mrs. John T. Cuttino, Charleston, chairman of the 
Jane Todd Crawford Loan Fund and Nurse Recruit- 
ment, reported seven loans outstanding to assist stu- 
dent nurses and five county auxiliaries who give 
nurses’ scholarships. 

Reports from other officers indicated the growth and 
progress of the Auxiliary, with four new counties, 
Berkeley, Lancaster, Barnwell, and Laurens, 85 new 
members swelling the total roll to 878. 

After the meeting a buffet luncheon was served at 
the Dunes Club honoring the past state presidents. 
Those attending with the executive board were: Mrs. 
T. A. Pitts, Columbia; Mrs. W. H. Folk, Spartanburg; 
Mrs. Alfred F. Burnside, Columbia; Mrs. K. D. Shealy, 
Columbia; Mrs. W. O. Whetsell, Orangeburg; Mrs. 
A. T. Moore, Columbia; and Mrs. C. R. May, Ben- 
nettsville. 























A PICTURE OF THE WOMAN’S 
AUXILIARY MEMBERSHIP 


Here is a state-wide view of the Woman’s Auxiliary 
to the South Carolina Medical Association. Our group 
is widely dispersed over the State. Yet there are a 
number of counties which should still form local 
auxiliaries and become a part of this active state-wide 
organization. In the majority of unorganized counties, 
evidence of interest in the Auxiliary is shown by the 
Members at Large and others who belong to organized 
groups in nearby counties. One new auxiliary was 
organized in 1956 in Berkeley County, and since this 
map was made, Sumter and Clarendon County mem- 
bers have joined together as the Sumter-Clarendon 
Auxiliary. 

In addition to the combining of Sumter and 
Clarendon Counties, three more auxiliaries have been 
organized since this map was made—Laurens, with 
Mrs. Sarah Dixon DeLoach as President; Lancaster, 


with Mrs. Harvey McConnell as President and Barn- 
well County whose President is Mrs. Wallis Cone of 
Williston. 


AUXILIARY ADOPTS INSIGNIA 


The Board has selected a round design with a pal- 
metto tree in the background and the date of found- 
ing at its base. 

The central motif is a staff around which is en- 
twined a serpent, the symbol of Asklepios, the Greek 
God of Medicine. He was the son of Apollo and Cor- 
onis and is mentioned by Homer as a skilful physician. 
He is commonly represented as standing, dressed in 
a long cloak with a club-like staff about which is 
coiled a single serpent. 

He is often accompanied by Telesphorus, the boy 
genius of healing, and by his daughter, Hygieia, the 
Goddess of Health. 

This was chosen instead of the Caduceus with two 
serpents and wings which was the symbol of Hermes 
or Mercury, the Messenger. Hermes’ connection with 
the art of healing was almost non-existent, except that, 
according to one legend, he married Hygieia. 


Although heart and circulatory disorders cause more 
deaths than all other diseases combined, great progress 
has been made against certain forms of heart disease, 
according to Health Information Foundation. Thanks 
to new methods of fighting rheumatic fever and rheu- 
matic heart disease, for example, the number of heart 
disease deaths among children 1 - 14 has decreased by 


95 percent since 1900. 


FOR SALE 


To settle estate for doctor’s widow— 


Medical furniture and equipment 


Phone or write E. C. Johnson, 
616 Greenway Drive, Florence, S. C. 
Telephone 2-4060 
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